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PREFACE. 


This  volume  presents  a  clinical  and  statistical  study  of  Stricture 
of  the  (Esophagus,  and  of  malignant  diseases  as  they  attack  the 
larynx,  nasal  fossa?,  and  tonsils. 

Care  has  been  taken  to  prove  almost  all  the  points  of  import- 
ance in  connection  with  the  symptomatology,  diagnosis,  and 
treatment  of  these  diseases,  by  the  narration  of  illustrative  cases 
observed  in  the  Glasgow  Eoyal  Infirmary,  and  in  private 
practice. 

Those  of  Stricture  of  the  (Esophagus  are  principally  selected 
from  patients  who  came"  under  the  Author's  care  during 
1890-91,  numbering  in  all  sixteen. 

The  cases  of  Malignant  Disease  of  the  Larynx,  eight  in 
number,  have  been  selected  from  a  series  of  over  fifty  patients, 
and  these  are  employed  in  the  text  to  illustrate  only  special 
features  in  the  disease. 

Only  three  cases  of  Kound-Cellecl  Sarcomata,  and  two  cases 
of  Carcinomata  of  the  Nasal  Eossse,  have  been  treated  by  the 
Author,  which  shows  the  comparative  rarity  of  these  diseases ; 
while,  on  the  other  hand,  the  relative  frecpiency  of  Malignant 
Disease  of  the  Tonsils  is  well  illustrated  by  ten  cases,  described 
in  the  text.  A  list  of  all  these  cases,  with  epitomes,  may  be 
found  at  page  201. 

It  is  needless  to  refer  to  the  scope  of  this  book  further,  as 
this  information  is  given  in  the  table  of  contents. 
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Before  concluding  this  prefatory  note,  it  is  the  pleasant  duty 
of  the  Author  to  gratefully  acknowledge  his  indebtedness  to  his 
friends  Dr  George  S.  Middleton  and  Dr  Donald  Macphail,  for 
their  valuable  suggestions  and  careful  revisal  of  the  proof 
sheets  while  these  pages  were  passing  through  the  press;  to 
his  Assistant,  Dr  D.  M'K.  Dewar,  for  his  preparation  of  the 
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CHAPTER  I. 

STEICTUEE  OF  THE  OESOPHAGUS. 

Difficulty  in  swallowing  distinguished  from  "Stricture" — Four  varieties 
of  Stricture — Malignant  Disease — Carcinoma  :  parts  most  frequently 
attacked  :  Etiology  (age,  sex,  local  irritation)  : — Pathology,  Flat- 
Celled  and  Cylindrical-Celled  Epitheliomata,  Scirrhous,  Acute,  and 
Colloid  Cancers. 

During  the  year  1891,  an  unusually  large  number  of  cases 
illustrative  of  the  class  of  disease  which  will  occupy  our 
attention  in  this  and  the  four  succeeding  chapters  came  under 
my  observation.  To  these  cases  I  shall  specially  refer,  but  at 
the  same  time  I  shall  illustrate  my  remarks  by  occasional 
reference  to  cases  seen  before  that  time.  Diseases  of  the 
oesophagus  leading  to  more  or  less  complete  stricture  are  not 
as  a  rule  met  with  in  considerable  numbers  even  in  our  large 
hospitals.  Most  of  these  cases  were  sent  to  me  by  their  medical 
attendants,  while  others  came  to  the  out-door  department  of  the 
Eoyal  Infirmary,  of  their  own  accord,  and  simply  complained  of 
difficulty  in  swallowing,  together  with  weakness,  as  a  result  of 
inability  to  take  a  proper  amount  of  nourishment.    In  all  the 
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cases,  the  most  prominent  symptom  was  difficulty  or  impossi- 
bility of  swallowing  food. 

When  we  study  the  general  symptomatology  of  diseases  of 
the  throat,  we  know  that  many  conditions  may  manifest  them- 
selves by  difficulty  in,  or  even  impossibility  of,  swallowing  food. 
Hence  various  terms  are  employed  to  designate  the  character 
or  degree  of  obstruction  to  the  passage  of  food.  When  swallow- 
ing is  painful,  the  patient  is  said  to  be  suffering  from  odynphagia, 
as,  for  example,  in  inflammation  of  the  oesophagus  resulting 
from  the  action  of  corrosive  agents.  On  the  other  hand,  when 
the  lesion  is  of  a  chronic  character,  such  as  cicatricial  stricture 
or  the  pressure  of  tumours  upon  the  gullet,  the  patient  may 
suffer  comparatively  little  pain,  whde  the  obstruction  to 
swallowing  is  great.  To  this  condition  the  term  dysphagia  is 
applied.  Again,  should  the  obstruction  be  complete,  as  in  Cases  3, 
4,  and  8,  the  patient  is  said  to  be  suffering  from  aphagia.  Besides 
stricture  of  the  gullet  properly  so  called,  the  lesions  which  give 
rise  to  oesophageal  dysphagia  are  numerous  and  varied ;  but  as 
most  of  them  will  require  to  be  referred  to  when  we  come  to 
consider  the  question  of  diagnosis,  I  will  simply  enumerate 
them  at  present.  Congenital  malformations  and  the  impaction 
of  foreign  bodies  in  the  gullet  very  seldom  give  rise  to  much 
difficulty  in  diagnosis,  but  it  is  otherwise  in  those  cases  of 
aneurism  of  the  aorta,  mediastinal  tumour,  enlarged  lymphatic 
glands,  exostosis  or  curvature  of  the  spine,  which,  by  causing 
pressure  upon,  or  distortion  of,  the  oesophagus,  may  lead  to  serious 
difficulty  in  swallowing.  The  cases  of  aneurism  of  the  transverse 
arch  of  the  aorta  causing  pressure  on  the  gullet  at  the  level  of 
the  bifurcation  of  the  trachea  are  perhaps  the  most  important. 

Using  the  term  "  stricture  of  the  oesophagus "  in  its  proper 
sense,  it  may  be  divided  into  four  varieties,  viz : — malignant 
stricture,  obstruction  by  benign  tumours,  cicatricial  stricture,  and 
spasmodic  stricture.  We  shall  now  consider  these  diseases  in 
detail,  and  afterwards  discuss  the  questions  of  prognosis  and 
treatment. 
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Two  forms  of  malignant  disease  attack  the  oesophagus — the 
carcinomata,  which  are  very  common  and  usually  occur  as 
primary  lesions,  and  the  sarcomata,  which  are  rarely  met  with 
in  the  gullet  unless  as  secondary  to  sarcomatous  formations  in 
other  parts. 

Carcinoma  is  hy  far  the  most  important  and  also  the  most 
common  new  formation  met  with  in  the  gullet ;  and  it  appears 
that  any  part  of  the  tube  may  be  attacked,  although  there  are 
certain  points  which  are  more  liable  to  the  disease  than  others. 
Taking,  for  example,  the  seven  cases  of  cancer  of  the  oesophagus 
which  have  come  under  our  notice  during  the  winter  of  1891, 
it  was  observed  that  in  two  the  tumour  occupied  that  portion 
of  the  oesophagus  situated  behind  the  larynx ;  in  other  two  the 
stricture  was  found  to  be  on  a  level  with  the  bifurcation  of  the 
trachea,  while  in  three  the  cancerous  growth  attacked  the  gullet 
at  its  lower  extremity.  There  is  considerable  difference  of 
opinion  as  to  the  most  common  situation  of  the  primary  disease. 
Some  observers  assert  that  the  lower  third  is  the  most  frequent 
seat,1  while  Mackenzie,2  and  others  assign  44  per  cent,  of  cases 
to  the  upper  third,  and  say  that  only  22  per  cent,  occupy  the 
lower  third. 

As  far  as  my  own  experience  goes,  it  appears  that  the  most 
common  spot  to  find  the  primary  growth,  at  least  as  far  as  can 
be  discovered  during  life,  is  immediately  behind  the  cricoid 
cartilage,  and  that  the  next  point  most  liable  to  attack  is  at  the 
level  of  the  bifurcation  of  the  trachea.  Statistics  derived  from 
the  inspection  of  pathological  reports  do  not  afford  very  reliable 
data ;  because  in  such  instances  the  disease  is  not  observed  at 
its  onset,  but  after  it  has  terminated  the  life  of  the  individual 
and  extended  far  beyond  its  primary  focus.  Even  in  cases 
examined  during  the  early  stage  of  the  disease  it  is  difficult  to 
ascertain  the  precise  limits  of  the  lesion ;  all  we  can  learn  is  the 
highest  point  of  obstruction,  unless  in  those  rare  cases  in  which 

1  Coats'  Pathology,  p.  713,  1889,  and  Petri,  Berlin,  1868. 

2  Diseases  of  the  (Esophagus,  p.  88. 


4  STRICTURE  OF  THE  (ESOPHAGUS. 


the  cesophagoscope  may  be  employed.  From  a  clinical  point  of 
view,  the  most  important  fact  is  that  carcinoma  of  the  oeso- 
phagus is  very  frequently  situated  and  may  cause  obstruction, 
at  the  level  of  the  bifurcation  of  the  trachea,  namely,  at  a  part 
where  the  gullet  is  likely  to  be  pressed  upon  by  a  mediastinal 
tumour,  or  by  aneurism  of  the  arch  of  the  aorta.  As  a  matter 
of  interest,  I  have  contrasted  a  number  of  tables  drawn  up  to 
prove  the  part  most  liable  to  attack;  but  the  discrepancies 
amongst  them  are  so  remarkable  that  the  value  of  individual 
tables  is  by  no  means  high.  In  510  which  I  have  coUected,  in 
only  445  instances  is  the  exact  portion  of  the  gullet  primarily 
attacked  stated,  as  shown  in  the  following  table  :  

Upper  Third,  .  .  .  227  =  51% 
Lower      „  ...       120  =  27% 

Middle     „  ...        98  =  22% 

445  =  100 

For  practical  purposes  we  must,  however,  consider  carcino- 
matous disease  in  reference  to  the  situation  of  the  tumour. 
When  situated  high  up  and  of  small  size,  the  tumour  possibly 
may  be  removed  by  cesophagectomy,  or  oesophagostomy  may  be 
performed,  while  if  large  in  size  the  neoplasm  may  cause 
obstruction  to  respiration  and  demand  tracheotomy.  Again, 
when  the  tumour  is  situated  at  the  bifurcation  of  the  trachea, 
great  care  must  be  taken  in  the  employment  of  bougies,  on 
account  of  the  danger  of  causing  injury  to  the  trachea  or  aorta, 
and  at  the  same  time,  before  adopting  any  line  of  treatment, 
the  possibility  of  the  obstruction  being  due  to  an  aneurism 
must  be  eliminated. 

Coming  now  to  the  consideration  of  the  etiology  of  carcinoma  of 
the  gullet,  we  know  just  as  much  and  as  little  regarding  the 
causation  of  tumours  in  this  situation  as  in  other  parts  of  the 
body.  The  two  important  predisposing  causes  are  sex  and  age ; 
we  will  leave  out  of  account  the  question  of  heredity.  Some 
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observers,  however,  attach  considerable  importance  to  heredity 
as  a  cause  of  malignant  disease,  but  to  my  mind  the  influence  of 
inheritance  in  the  production  of  malignant  disease  has  not  been 
proved,  as  it  has  been,  for  example,  in  such  diseases  as  haamo- 
philia,  Daltonism,  and  diabetes  insipidus. 

Age  is  a  most  important  factor.  Of  510  recorded  cases,  the 
ages  of  which  I  have  ascertained,  80  per  cent,  were  between  the 
ages  of  forty  and  seventy  years,  12  per  cent,  were  below  forty, 
and  8  per  cent,  above  seventy.  Again,  on  examining  more 
carefully  into  those  between  the  ages  of  forty  and  seventy, 
nearly  a  half  (or  40  per  cent,  of  the  510  cases)  were  found  to  be 
between  forty-five  and  fifty-five  years  of  age.  In  considering 
the  influence  of  age  it  must  always  be  remembered  that  each 
decennial  period  does  not  contain  the  same  number  of  individuals; 
so  that,  to  be  quite  accurate  in  our  calculation,  it  would  be 
necessary  to  estimate  the  percentages  with  the  fact  in  view  that 
each  decennium  as  it  advances  contains  fewer  individuals. 

Another  circumstance  which  must  be  observed  is  that  out  of 
the  seven  cases  of  cancer  of  the  gullet,  details  of  which  are  given 
in  these  pages,  only  one  was  a  woman.  One  in  seven  is,  however, 
a  little  below  the  general  average.  Of  the  510  cases  referred  to 
already,  108  were  women,  and  402  were  men,  and  of  all  the 
cases  which  have  come  under  my  own  observation  only  10  per 
cent,  were  women.  For  practical  purposes  it  may  be  said  that 
four-fifths  of  the  cases  of  cancer  of  the  oesophagus  occur  in  males. 
In  this  particular,  epithelioma  of  the  oesophagus  resembles  the 
same  disease  as  it  attacks  the  lip,  the  tongue,  the  larynx,  or 
the  rectum.  But  while  these  parts  are  more  liable  to  be  attacked 
by  malignant  disease  in  men,  disease  of  the  sexual  organs  in 
women  is  disproportionately  frequent.  No  reasonable  explana- 
tion has  yet  been  offered  for  this  peculiarity,  and  it  remains  as 
one  of  the  many  facts  in  regard  to  the  etiology  of  cancer  of 
which  we  know  little. 

Eegarding  the  exciting  causes  of  cancer  of  the  oesophagus, 
there  is  only  one  point  worthy  of  attention — namely,  that 
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protracted  slight  irritation  is  likely  to  determine  the  site  of  the 
primary  growth.  This  point  has  been  well  illustrated  by  the 
cases  m  which  the  points  of  selection  were  (1)  the  upper  part 
of  the  oesophagus,  where  the  tube  becomes  suddenly  narrowed 
behind  the  cricoid  cartilage,  and  where,  during  deglutition,  the 
bolus  of  food  is  moulded  into  form  to  pass  down  the  gullet;  (2) 
at  the  point  where  the  oesophagus  passes  behind  the  bifurcation 
of  the  trachea ;  and  (3)  where  it  penetrates  the  diaphragm,  in 
all  of  which  situations  there  is  more  likely  to  be  obstruction  to 
the  passage  of  large  morsels  of  food.  Again,  it  has  been  observed 
that  epithelioma  of  the  oesophagus  may  follow  upon  simple 
stenosis,  or  upon  an  old  cicatrix,  just  as  we  may  have  malignant 
disease  planted  on  an  old  syphilitic  cicatrix  on  the  tongue,  or  a 
burn  of  the  skin. 

In  many  of  the  cases  which  have  come  under  my  notice,  the 
patients  have  told  me  that  for  a  considerable  time,  sometimes 
for  years,  before  they  experienced  any  difficulty  in  swallowing, 
they  were  troubled  with  "  indigestion  and  acidity,"  and  had  been 
falling  off  in  general  health.  In  instances  where  these  symp- 
toms existed  for  only  weeks  or  months,  the  possibility  is  that 
the  malignant  disease  was  present  from  the  onset,  but  when 
symptoms  of  gastric  and  oesophageal  irritation  have  been  present 
for  years  previous  to  any  definite  obstruction  to  swallowing,  one 
cannot  but  seek  an  etiological  relationship  between  the  chronic 
inflammatory  lesion  and  the  carcinomatous  growth.  Is  it  likely 
that  the  tumour  in  these  cases,  as  in  the  more  acute  cases,  existed 
from  the  beginmng  of  the  illness  ? 

Passing  now  to  the  consideration  of  the  pathology  of  the 
carcinomata  of  the  oesophagus,  we  have  already  seen  that  there 
are  certain  points  of  selection ;  but  while  this  is  so,  any  part  of 
the  tube  may  be  attacked.  When  the  disease  is,  as  is  usually 
the  case,  a  squamous-celled  epithelioma,  the  histological  structure 
and  mode  of  growth  closely  resemble  cancer  of  the  lip,  or  of  the 
larynx.     A  small,  raised,  warty,  or  nodular  tumour  appears. 
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The  proliferation  of  cells  probably  takes  place,  in  the  first 
instance,  in  the  deeper  layers  of  the  mucous  membrane,  but  very 
soon  the  basement  membrane  is  perforated,  and  the  actively 
increasing  epithelial  elements  infiltrate  the  underlying  connec- 
tive tissue.    The  tumour  may  remain  isolated,  but  as  a  rule  it 
assumes  an  annular  appearance,  and  soon  forms  a  distinct 
obstruction  to  swallowing.    The  disease  may  further  extend 
into  the  muscular  coat,  and  afterwards  into  the  adjacent  parts. 
The  central  or  more  prominent  parts  of  the  growth  may  now 
ulcerate,  and,  as  a  consequence,  at  this  stage  the  impediment  to 
swallowing  may  be  somewhat  relieved.    If  death  occurs  at  this 
period,  a  deep  ulcerated  ring  will  be  seen  to  be  overlapped  by 
the  elevated  edges  of  the  upper  and  lower  portions  of  the  tumour. 
In  most  instances  the  obstruction  is  not  entirely  due  to  the  space 
occupied  by  the  tumour  proper,  but  is  increased  by  inflammatory 
induration  of  the  connective  tissue.    This  inflammatory  new- 
formation,  together  with  the  granulation  tissue  of  the  ulcer, 
contracts  as  the  disease  advances ;  so  that  while  the  epithelioma 
is  being  destroyed  by  a  destructive  process  the  calibre  of  the 
gullet  is  soon  after  reduced  by  the  contraction  of  cicatricial 
tissue.     It  is  therefore  commonly  observed  that,  during  a 
certain  period  in  the  course  of  the  disease,  marked  improve- 
ment may  occur  in  swallowing  (as  in  cases  4  and  8),  while 
later  on  dysphagia  becomes  more  marked  than  at  any  previous 
time. 

When  examined  microscopically,  the  squamous-celled  epithe- 
lioma is  usually  found  to  be  of  the  infiltrating  form.  The 
epithelium  is  seen  to  infiltrate  and  destroy  the  sub-mucous  con- 
nective tissue  by  sending  long  processes  and  laminated  capsules 
into  the  underlying  tissue.  These  capsules  are  very  characteristic 
of  this  form  of  epithelioma.  In  the  aggregated  form  the  cells 
take,  on  section,  the  appearance  of  globes,  but  individually  they 
are  arranged  in  a  concentric  form,  like  the  coats  of  an  onion. 
The  growth  is  usually  softer,  and  the  connective  tissue  more 
abundant,  than  is  observed  in  epithelioma  of  the  lip,  or  of  the  skin. 
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But  while  the  squamous-celled  carcinoma  is  the  most  common 
growth  in  the  gullet,  other  varieties  of  cancer  are  met  with. 

Case  I.  (1)— For  example,  three  years  ago  a  patient  who  was 
under  my  care  died  from  starvation,  with  the  most  marked  and 
complete  obstruction  at  the  lower  end  of  the  oesophagus,  and  at 
the  post-mortem  examination  a  tumour  was  found  occupying  the 
three  lowermost  inches.    The  new  growth  uniformly  infiltrated 
the  oesophageal  waU,  and  both  its  lower  and  upper  extremities 
were  abrupt,  and  the  parts  below  the  cardiac  orifice  were  free 
from  disease,  while  the  mucous  membrane  of  the  gullet  above 
the  tumour  was  the  seat  of  only  slight  inflammatory  changes. 
There  was  no  ulceration  at  any  part.    On  transverse  section  the 
tumour  was  seen  to  occupy  the  whole  thickness  of  the  wall,  and 
measured  from  the  mucous  surface  to  the  outermost  limit  about 
half  an  inch.    The  lumen  of  the  tube  was  so  reduced  that  even 
after  death  it  would  only  admit  a  No.  3  urethral  bougie.  On  micro- 
scopical examination  the  tumour  was  proved  to  be  a  cylindrical- 
celled  epithelioma,  or  adeno-carcinoma,  similar  to  what  is  usually 
met  with  in  the  rectum.    It  presented  a  distinctly  glandular 
appearance  in  some  parts ;  while  in  others,  as  a  consequence  of 
active  cell-multiplication,  the  adenoid  structure  was  not  strictly 
preserved,  and  the  cylindrical  form  of  the  cells  was  lost,  except, 
perhaps,  in  those  forming  the  layer  next  the  stroma.  These 
aggregations  of  epithelial  cells  were  of  considerable  size,  and 
were  separated  from  one  another  by  a  coarse  alveolar  stroma, 
partly  composed  of  newly  formed  connective  tissue,  and  partly 
of  dissected  involuntary  muscular  fibres.    This  growth  closely 
resembled  in  its  structure  and  history  the  destructive  aden- 
oma of  the  stomach,  and  of  the  large  intestine.     These  neo- 
plasms start  in  the  mucosa,  but  soon  invade  the  deeper  layers, 
and   are  accompanied  by  an  inflammatory  connective-tissue 
proliferation,  together  with  the  development  of  a  large  number 
of  neoplastic  tubules.    These  first  invade  the  submucosa,  but 
very  soon  thereafter  they  extend,  ultimately  dissect  their  way 
between  the  muscular  bundles,  and  may  even  reach  to  the 
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serous  covering  of  the  alimentary  canal.  In  the  case  now  under 
consideration,  the  patient  was  starved  before  the  growth  had 
time  to  extend  into  the  neighbouring  tissues,  or  give  rise  to 
metastasis. 

Mr.  H.  T.  Butlin,1  in  his  admirable  monograph  on  Sarcoma 
and  Carcinoma,  refers  to  three  cases  of  hard  cancer  or  scirrhus 
of  the  gullet.    He  says:  "  The  hard  cancers  are  said  to  have  pre- 
sented a  well-marked  alveolar  structure,  and  in  one  of  them  the 
mucous  glands  were  thought  to  be  the  point  of  departure  of  the 
disease.    The  duration  of  the  third  case  is  not  known,  for  the 
patient  was  too  weak  to  communicate  the  history  of  his  illness 
during  the  two  days  he  was  an  inmate  of  the  hospital  before  his 
death ;  but  the  duration  in  each  of  the  first  two  cases  was  much 
longer  than  in  the  most  prolonged  of  the  cases  of  epithelioma. 
Even  at  the  end  of  two  years  the  second  case  does  not  seem  to 
have  completed  its  course,  for  neither  the  glands  nor  any  of  the 
organs  were  the  seat  of  secondary  growths.    And  in  the  first 
case,  although  the  disease  was  believed,  on  what  appeared  to  be 
sufficient  grounds,  to  have  existed  for  upwards  of  three  years, 
only  a  few  small  nodules  were  found  in  the  lungs  and  one  small 
tumour  in  the  liver,  while  the  condition  of  the  glands  is  not 
recorded."    Three  years  ago  I  saw  the  last  of  a  case  very  similar 
to  the  one  just  quoted. 

Case  II.  (2) — This  patient,  a  man  aged  fifty-nine,  consulted 
me  for  the  first  time  on  Nov.  1st  1886 — that  is  to  say,  about  two 
years  previous  to  his  death,  and  nearly  three  years  after  the  onset 
of  the  first  symptoms  of  stricture.  In  other  words,  without  the 
aid  of  an  operation,  the  patient  lived  for  five  years  with  a 
scirrhous  cancer  of  the  oesophagus.  The  first  symptom  was 
difficulty  in  swallowing,  which  was  observed  by  the  patient  in 
January  1884.  At  first  the  dysphagia  was  so  slight  and 
transitory  that  he  thought  little  of  it,  and  he  did  not  consult  a 
medical  man  till  November  of  the  same  year.  At  that  time  a 
No.  11  bougie  could  be  passed,  after  which  the  patient  experienced 

1  pp.  178  and  187. 
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some  relief,  and  he  did  not  complain  of  pain,  nor  at  any  time  was 
blood  observed  in  the  vomited  matter,  or  in  the  expectoration. 
He  could  swallow  fluids  and  semi-fluid  food  with  ease,  but 
frequently  he  had  difficulty  in  taking  such  articles  of  diet  as 
bread,  potatoes,  and  meat.  In  the  interval  between  November 
1884  and  January  1886,  so  far  as  I  could  learn,  the  symptoms, 
although  varying  in  degree  slightly  from  time  to  time,  remained 
practically  the  same  at  the  latter  as  at  the  former  date. 
Indeed  he  felt,  himself ,  during  the  early  months  of  1886,  that  he 
was  swallowing  more  easily;  at  the  same  time  his  strength. and 
weight  improved,  and  a  No.  15  bougie  could  be  passed  with  ease. 
This  favourable  condition  continued  till  July,  when  gradually 
but  steadily  the  stricture  became  more  severe,  and  when,  in 
November  1886,  he  consulted  me,  I  could  with  difficulty  pass  a 
No.  7  bougie,  and  the  patient  was  considerably  emaciated.  The 
following  table  of  weights  in  pounds  is  very  interesting,  and  can 
be  relied  upon : — 


1883. 

1884. 

1885. 

1886. 

1887. 

1888. 

January  ... 

151 

144 

141 

132 

118 

March 

153 

142 

145 

134 

112 

May 

156 

150 

142 

145 

127 

101 

July 

145 

140 

137 

128 

September 

158 

143 

142 

136 

125 

November 

143 

140 

132 

121 

Taking  the  years  from  May  1883,  it  will  be  seen  that  during  the 
first  he  lost  only  6  lb.,  the  second  8  lb.,  the  third  gained  3  lb.,  the 
fourth  lost  18  lb.,  and  in  the  fifth  year  26  lb. ;  in  all  the  loss  was 
55  lb.  This  slow  development  of  the  stricture  and  very  gradual 
loss  in  weight  is  in  marked  contrast  to  what  is  seen  in  other 
forms  of  cancer;  and  even  although  the  case  extended  over  such 
a  long  period,  the  patient  did  not  die  from  starvation,  but  in 
consequence  of  secondary  formations  in  the  lung.  The  tumour 
occupied  the  lower  fourth  of  the  oesophagus,  was  almost  as  hard 
as  cartilage,  and  both  in  the  bronchial  glands  and  in  the  liver 
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small  hard  secondary  formations  were  discovered.  The  nodules 
at  the  root  of  the  lung  had  caused  constriction  of  the  bronchi, 
and  very  extensive  and  marked  passive  pulmonary  hyperemia. 
I  have  under  observation  at  present  a  man  (Case  6)  whom  I 
believe  to  be  suffering  from  the  disease  under  consideration  (see 
also  Case  3). 

Soft  cancer  or  acute  carcinoma  is  said  to  be  very  rarely  seen 
in  any  part  of  the  oesophagus,  so  that  the  following  cases  are  of 
special  interest.    Only  one  case  of  acute  carcinoma  has  come 
under  my  own  notice.    But  to  show  that  acute  carcinoma  is  met 
with  in  the  gullet,  I  may  refer  to  a  case  published  in  the  Glasgow 
Medical  Journal 1  by  Dr  John  Fox.    I  will  not  occupy  space 
by  referring  to  the  clinical  history  of  the  case,  but  the  following 
is  the  account  of  the  post-mortem  inspection.    On  examination 
after  death  there  was  found  in  the  middle  of  the  oesophagus  a 
pretty  firm  mass,  about  an  inch  and  a  half  long,  and  almost 
completely  closing  up  the  passage.    The  oesophagus,  at  the  part 
occupied  by  the  tumour,  was  firmly  connected  with  the  structures 
at  the  arch  of  the  aorta,  but  no  ulceration  of  these  parts  had 
occurred.    The  glands  at  the  cardiac  end  of  the  lesser  curvature 
of  the  stomach  were  enlarged  and  indurated.    The  stomach  and 
other  organs  seemed  free  of  disease.    Microscopic  examination 
of  the  tumour  in  this  case  was  made  by  Dr.  Joseph  Coats,  and 
he  writes  "  that  the  structure  of  the  tumour  presents  the  characters 
of  medullary  cancer,  and  not  of  the  epithelial  form,  which  is 
more  usual  in  the  oesophagus.    The  glands  from  the  neighbour- 
hood of  the  stomach  also  present  similar  microscopic  characters." 
Dr.  Joseph  Coats  informs  me  that  in  the  Western  Infirmary 
museum  he  has  three  specimens  of  acute  carcinoma  of  the 

oesophagus,  and  the  patient  H.  C  (Case  10),  to  whom  I  shall 

refer  hereafter,  is  also  suffering  from  this  disease. 

Colloid  cancer  may  attack  the  oesophagus,  but  as  a  rule 
degenerative  changes  are  seldom  observed  in  malignant  growths 
in  this  situation.    Death  of  the  patient  from  starvation  usually 

1  Vol.  iv.  New  Series,  p.  402. 
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occurs  so  early  after  the  onset  of  the  disease  that  little  time  is 
permitted  for  such  retrograde  metamorphosis  to  take  place  Dr 
Bnstowe.1  however,  reports  one  case  in  which  the  characteristic 
appearance  of  colloid  cancer  was  shown  in  an  instance  in  which 
the  tumour  invaded  the  lower  part  of  the  gullet  and  the  cardiac 
end  of  the  stomach,  as  weU  as  formed  secondary  formations  in 
the  lungs  and  lymphatic  glands.  The  report  of  the  Morbid 
Growths  Committee  shows  that  the  tumour  presented  the 
"ordinary  features  of  colloid  disease,  and  under  the  microscope 
the  characteristic  alveolar  structure  was  observed." 

1  Trans.  Path.  Soc.  Lond.,  vol.  xix. 
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Carcinoma-General  question  of  Diagnosis,  with  special  reference  to  the 
situation  of  the  Tumour  as  determining  the  symptoms  and  mode  of 
death ;  also,  difficulty  in  Diagnosis  between  Stricture  and  Pressure 
of  Aneurism  on  Gullet,  with  illustrative  cases. 

In  considering  the  diagnosis  of  carcinomatous  disease  of  the 
gullet,  three  points  require  to  be  considered  together.  (1)  Is 
there  a  carcinoma  in  the  gullet  ?  (2)  What  is  its  situation  ? 
(3)  What  is  its  nature?  These  questions  cannot  well  be  dis- 
cussed separately,  for  not  only  do  the  symptoms  depend  upon 
the  precise  nature  of  the  tumour,  but  perhaps  even  more  upon 
its  situation.  In  respect  to  situation  I  will  therefore  divide  the 
cases  into  three  classes:— (1)  those  in  which  the  tumour  oc- 
cupied the  upper  part  of  the  oesophagus;  (2)  cases  where 
the  growth  developed  at  the  bifurcation  of  the  trachea;  and 
(3)  those  instances  in  which  the  neoplasm  was  situated  at 
the  lower  end  of  the  gullet.  Each  of  these  classes  may  show 
a  different  history,  and  may  present  special  points  for  con- 
sideration. 

Case  III.  (3) — Epithelioma  (?)  of  oesophagus  at  the  level  of  the 
lower  edge  of  cricoid  cartilage;  history  of  steadily  increasing 
dysphagia  during  two  months,  terminating  in  complete  ohstruction} 

1  In  this  case  gastrostomy  was  performed  on  November  6th  1890,  and  the 
patient  lived  for  exactly  one  year  thereafter.  At  the  post-mortem  examination 
a  scirrhous  cancer  was  found  at  the  level  of  the  lower  edge  of  the  cricoid  cartilage  ; 
no  secondary  formations  ;  old  tuberculosis  and  gangrene  of  lung. 
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~W.  F       ,  aged  fifty,  a  labourer,  was  admitted  into  the 
Glasgow  Koyal  Infirmary,  on  November  3rd  1890,  complaining 
of  complete  inability  to  swallow  any  food.    The  only  substance 
which  he  could  take  by  the  mouth  was  a  very  small  quantity  of 
brandy  and  water.     He  stated  that  two  months  previous  to 
admission  he  experienced  a  feeling  of  tightness  in  the  throat  on 
swallowing  dry  and  solid  food.    This  tightness  he  referred  to 
the  region  of  the  larynx,  and  stated  that  it  had  remained  always 
present,  although  it  varied  a  little  in  degree  from  time  to  time. 
This  constriction,  however,  increased,  so  that  three  weeks  ago 
he  was  only  able  to  take  soft  or  fluid  food.     He  did  not 
complain  of  pain.     There  was  no  history  of  syphilis  or  of 
injury  to  the  gullet,  nor  had  the  patient  noticed  at  any  time 
blood  in  his  sputum.    On  passing  a  No.  13  bougie  a  distinct 
obstruction  was  found  eight  inches  and  a  half  from  the  teeth, 
and  this  stricture  was  so  complete  that  no  instrument  could 
be  passed  through  it.    On  palpating  the  neck  a  hard  swelling, 
two  inches  in  length  from  above  downwards,  was  observed, 
situated  behind  the  cricoid  cartilage  and  the  trachea,  but 
there  was  no  enlargement  of  lymphatic  glands  or  obstruction 
to  respiration.     Physical  examination  of  the  chest  revealed 
nothing  abnormal. 

Case  IV.  (4) — Epithelioma  of  the  oesophagus  behind  the  cricoid 
cartilage  ;  rapid  development  of  dysphagia  and  dyspnoea,  requiring 

gastrostomy  and  tracheotomy:  good  result. — Mrs  C  ,  aged 

forty-three,  was  admitted  into  the  Infirmary,  on  December 
23rd  1890,  complaining  of  an  obstruction  to  swallowing,  and 
slight  pain  in  the  throat,  which  sometimes  extended  to  the  ears. 
On  inquiring  into  the  history  of  the  case  it  appears  that  she  has 
always  enjoyed  good  health,  with  the  exception  of  trivial 
ailments,  until  the  beginning  of  November,  when  she  complained 
of  pain  and  dryness  at  the  back  of  her  throat.  On  examination 
her  medical  attendant  discovered  the  pharynx  to  be  deeply 
congested,  and  a  small  ulcer  was  seen  a  little  to  the  left  of  the 
middle  line.    Under  treatment  the  condition  of  the  throat 
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improved,  the  ulcer  healed  up,  and  she  felt  much  easier.    A  few 
days  after  this  recovery  she  again  consulted  her  doctor^  on 
account  of  difficulty  in  swallowing.    He  passed  a  probang  into 
the  oesophagus,  and  "felt  an  obstruction  on  withdrawing  it 
and  he  noticed  that  the  bougie  was  stained  with  blood,  blight 
hemorrhage  continued  for  some  hours.    Her  attendant,  Dr 
Drysdale,  suspected  malignant  disease;  but,  owing  to  the  sudden 
onset  of  the  symptoms,  and  the  almost  complete  absence  of 
pain,  he  felt  reluctant  in  expressing  an  opinion  regarding  the 
nature  of  the  disease,  and  advised  the  patient  to  consult  me. 
When  I  saw  her  for  the  first  time  on  December  11th  1890,  she 
was  weak,  anemic,  and  much  emaciated,  and  stated  that  for  the 
last  three  weeks  she  had  been  unable  to  take  any  solid  food,  but 
was  still  able  to  take  fluid  and  semi-fluid  diet  with  ease.  She 
told  me  that  since  the  middle  of  November  the  symptoms  had 
steadily  become  worse,  and  that  during  the  last  six  weeks  she 
had  lost,  considerably  in  weight,  and,  although  she  could  not 
give  me  exact  figures,  she  believed  that  she  had  lost  about 
281bs.     On  examination,  I  discovered  a  hard,  firm  swelling 
immediately  behind  the  cricoid  cartilage,  and  extending  from 
the  level  of  the  vocal  cords  downwards  for  a  distance  of  about 
an  inch  and  a  half.    It  was  found  impossible  even  to  pass  a 
small-sized  bougie,  but  on  examination  with  the  laryngoscope 
no  encroachment  on  the  lumen  of  the  air  passage  was  observed, 
either  by  pressure  from  behind  or  by  invasion  of  the  wall  of 
the  larynx.    The  voice  was  perfect,  and  the  movements  of  the 
cords  complete.    On  palpation  externally,  not  only  was  the 
tumour  described  above  apparent,  but  there  were  also  several 
small  firm  swellings,  the  largest  of  which  was  about  the  size  of 
an  almond,  and  was  situated  to  the  right  of  the  thyroid  cartilage, 
where  it  was  firmly  adherent  and  embedded  in  the  surrounding 
structures.    Considering  all  the  circumstances  of  the  case,  I 
advised  the  patient  to  come  to  Glasgow,  and  have  treatment  in 
the  Koyal  Infirmary,  where  I  successfully  performed  gastros- 
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tomy  on  January  29th >  When  dismissed,  although  the  lumen 
of  the  larynx  was  encroached  upon,  there  was  still  sufficient  air 
space  to  allow  of  the  patient  breathing  freely.  The  right  vocal 
cord  was  fixed  in  the  position  of  complete  adduction:  voice 
good. 

In  those  two  cases  the  stricture  was  situated  high  up,  and  in 
both,  the  onset  of  the  symptoms  and  the  development  of  the 
dysphagia  were  extremely  rapid,  so  rapid,  indeed,  in  the  second 
case,  as  to  raise  a  doubt  whether  the  disease  was  malignant  or 
inflammatory  in  its  nature.    This  sudden  difficulty  in  swallowing 
is  probably  the  result  of  two  circumstances.    First,  the  disease 
involves  the  narrowest  and  least  distensible  part  of  the  oeso- 
phagus; and,  second,  the  action  of  the  muscles  of  deglutition  is 
directly  interfered  with  by  the  tumour,  consequently  the  food 
does  not  pass  far  enough  into  the  gullet  to  allow  the  action  of 
its  circular  fibres  to  come  into  play,  hence  the  greater  tendency 
of  food  to  regurgitate  into  the  mouth  or  larynx  when  the  tumour 
is  situated  high  up.    In  these  cases  there  is  still  another  danger, 
namely,  obstruction  to  the  entrance  of  air,  either  by  pressure 
of  the  growth,  leading  to  diminution  in  the  lumen  of  the  air 
passages  by  interfering  with  the  circulation  and  producing 
oedema,  or  by  the  invasion  of  the  larynx  by  the  new  formation. 

In  Case  4,  tracheotomy  required  to  be  performed  on  March 
28th,  that  is  to  say,  eight  weeks  after  the  gastrostomy,  on  account 
of  sudden  oedema  of  the  larynx. 

In  the  second  class  of  cases,  viz.,  those  where  the  growth  has 
developed  at  the  level  of  the  bifurcation  of  the  trachea,  the 
supervention  of  dysphagia  is  generally,  other  conditions  being 
equal,  more  gradual,  but  the  special  points  in  diagnosis  are  more 
difficult  and  various. 


1  Patient  was  dismissed  on  March  21st,  but  on  account  of  sudden  onset  of 
cedematous  laryngitis  she  was  readmitted  on  the  28th,  when  tracheotomy  was 
performed,  and  she  returned  home  much  improved  on  April  25th,  and  is  reported 
to  have  improved  during  the  spring  and  summer  months,  but  when  seen  in 
October  1891,  the  glands  were  involved,  and  the  larynx  obstructed. 
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We  have  two  cases  of  cancer  at  the  level  of  the  bifurcation 
of  the  trachea,  and,  in  both,  the  development  of  difficulty  in 
swallowing  has  been  very  gradual. 

Case  V.  (5)— Epithelioma  of  the  oesophagus  at  the  level  of  the 
Uf  creation  of  the  trachea ;  ulceration  and  rupture  into  the  aorta  ; 
early  symptoms,  dysphagia,  afterwards  improving,  dyspnoea,  un- 
equal inspiration  in  lungs ;  dull  area  posteriorly ;  death  from 

hemorrhage.— -G.  A  ,  aged  fifty-seven,  was  admitted  into  the 

Glasgow  Eoyal  Infirmary  on  March  25th  1890,  complaining  of 
difficulty  in  swallowing,  which,  he  said,  commenced  at  the  be- 
sinnino-  of  December  1889.  The  first  difficulty  he  experienced 
was  in  swallowing  solid  food,  and  this  gradually  increased 
until  the  middle  of  February  in  the  year  1890,  when  he  had 
to  give  up  taking  solids,  and  since  that  time  his  diet  has  been 
composed  entirely  of  liquid  food.  During  the  act  of  swallowing 
he  feels  as  if  the  difficulty  in  deglutition  was  caused  by  con- 
striction at  the  level  of  the  cricoid  cartilage,  but  once  the  bolus 
has  passed  that  point  it  occasions  him  no  trouble,  nor  has  he 
ever  suffered  from  vomiting,  cough,  alteration  in  the  voice,  or 
pain.  The  pupils  are  equal,  and  the  radial  pulses  are  syn- 
chronous and  equal  in  force,  although  somewhat  weaker  than 
normal.  On  passing  a  bougie  (Ho.  16)  an  obstruction  is  met 
with,  thirteen  inches  from  the  teeth,  so  that  the  stricture  of 
the  oesophagus  may  be  said  to  be  situated  between  the  level 
of  the  supra-sternal  notch  and  that  of  the  bifurcation  of  the 
trachea.  The  largest  size  of  bougie  which  passed  through  the 
stricture  was  a  JSTo.  6.  On  inquiring  into  the  history  of  the 
case,  no  evidence  could  be  found  to  show  that  the  patient  at  any 
time  suffered  from  syphilis,  or  sustained  any  traumatic  injury 
to  the  oesophagus.  On  palpating  the  neck,  nothing  abnormal 
could  be  discovered  in  the  line  of  the  gullet  or  in  the  lymphatic 
glands.  The  larynx  and  trachea,  as  far  as  could  be  seen,  were 
quite  healthy,  but  on  the  least  exertion  the  patient  suffered 
from  well-marked  dyspnoea. 

Physical  examination  of  the  chest  showed  the  cardiac  sounds 
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to  be  pure,  but  feeble,  and  very  irregular  in  rhythm ;  but  there 
was  no  evidence  of  valvular  disease.  I  did  not  examine  the 
condition  of  the  lungs  critically,  but  posteriorly,  in  the  inter- 
scapular space  and  to  the  left  side  of  the  spine,  on  a  level  with 
the  fourth  dorsal  vertebra,  and  extending  upwards  and  down- 
wards from  that  point,  there  could  be  detected  a  distinct  localised 
dulness  occupying  an  area  of  about  three  or  four  square  inches. 
Associated  with  this  dulness  on  the  left  side,  and  at  about  the 
same  level  as  the  obstruction  in  the  oesophagus,  there  was 
evidence  that  air  was  not  entering  the  left  lung  as  freely  as  the 
right. 

The  patient  was  sent  to  Dr  James  Wallace  Anderson,  who 
kindly  furnished  me  with  the  following  report : — "  The  upper 
left  front  of  the  thorax  is  slightly  retracted,  and  there  is  a 
corresponding  diminution  of  expansion,  there  also  being  a 
rather  increased  resonance  on  percussion  over  the  same  area. 
The  respiratory  murmur  over  this  area  is  less  full  and  free  than 
on  the  right  side,  at  some  points  being  hardly  audible,  at  others 
of  a  whiffing,  wavy  character,  but  always  faint.  Posteriorly 
there  is  a  mere  suspicion  of  dulness  in  the  upper  left  inter- 
scapular region.  The  respiratory  murmur  is  distinctly  fainter 
on  the  left  side  at  the  level  of  the  third,  fourth,  and  fifth  dorsal 
vertebras,  and  this  diminution  is  continued  one  or  two  vertebrae 
lower  on  that  side.  The  respiratory  murmur  over  the  left  lung 
generally,  though  quite  audible,  is  fainter  than  on  the  right  side. 
There  is  no  alteration  in  the  vocal  resonance,  and  no  rales  are 
heard  anywhere.  Cardiac  phenomena  and  circulation  generally 
are  all  perfectly  natural." 

At  this  time  (April  1st)  I  was  quite  satisfied  that  the  case 
was  one  of  cancer  of  the  oesophagus,  but  as  there  was  no  demand 
for  surgical  interference  I  transferred  the  patient  to  Dr  "Wallace 
Anderson's  care.  During  his  residence  in  Dr  Anderson's  ward 
he  was  kept  at  rest  in  bed,  and  as  a  result  of  treatment  the 
symptoms  became  less  pronounced,  and  the  patient  desired  to  be 
dismissed,  and  to  return  to  his  ordinary  employment.  Between 
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April  1st  and  May  24th  great  improvement  took  place  in  his 
power  of  swallowing,  and  he  gained  in  weight ;  so  that  when  he 
was  dismissed  he  was  able  to  swallow  not  only  fluids  with 
freedom,  but  with  a  little  care  solid  food  as  well.    This  im- 
provement, with  freedom  from  pain  in  swallowing,  and  the 
absence  of  vomiting,  emaciation,  or  anaemia,  led  me  to  doubt  the 
accuracy  of  my  first  diagnosis,  and  consider  whether  or  not  the 
dysphagia  and  impaired  respiration  on  the  left  side  might  not 
be  due  to  the  presence  of  an  aneurism  or  solid  tumour  at  the 
bifurcation  of  the  trachea.    A  large-sized  bougie  now  passed 
with  ease.    During  the  summer  months  the  patient  enjoyed 
moderately  good  health,  and  was  able  to  swallow  well  both  fluid 
and  semi-fluid  food ;  but  in  the  autumn  he  again  began  to  suffer 
from  dysphagia,  and  he  stated  that  since  he  was  dismissed  from 
the  infirmary  he  suffered  greatly  from  breathlessness.  Patient 
was  readmitted  into  my  ward  on  October  7th.    On  passing  a 
bougie  (No.  12)  it  was  found  to  be  impossible  to  get  it  past 
thirteen  inches  from  the  teeth.    At  this  time  I  went  over  the 
case  very  carefully  again,  and  found  the  patient  to  be  very  much 
in  the  same  condition  as  in  April,  except  that,  perhaps,  he 
suffered  more  from  dyspnoea,  and  I  made  a  note  in  the  journal  to 
the  effect  that  "although  there  are  no  positive  signs  of  aneurism, 
the  situation  of  the  obstruction,  the  dyspnoea,  the  impaired 
respiration  on  the  left  side,  the  area  of  dulness  posteriorly,  and 
the  history  of  the  case,  raise  the  gravest  suspicion  of  an  aneurism 
at  the  bifurcation  of  the  trachea."    On  October  18th,  the  patient 
spat  up  a  small  quantity  of  dark  blood,  and  for  the  first  time 
complained  of  pain  in  the  chest.    On  the  28th  he  again  suffered 
from  a  deep-seated  gnawing  pain  in  the  precordial  region,  and 
when  I  saw  him  in  the  morning  he  was  looking  very  ill.  At 
one  o'clock  on  the  following  morning,  the  patient  raised  himself 
in  bed  suddenly,  because  of  some  distress  referred  to  the  chest. 
Immediately  he  sank  back  on  the  pillow  and  became  blanched, 
his  pulse  at  that  time  being  small  and  thready,  and  a  few 
minutes  afterwards  almost  imperceptible,  while  he  continued  to 
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breathe  after  the  pulse  had  ceased.1  The  breathing  was  of  a 
sighing  nature.  Between  each  respiration  an  interval  of  about 
half  a  minute  occurred,  which  gradually  increased  until  the 
breathing  ceased  altogether.  This  form  of  respiration  lasted  for 
about  eight  minutes. 

Post-mortem  examination  revealed  a  perforating  malignant 
ulcer  of  the  oesophagus  opening  into  the  thoracic  aorta,  causing 
fatal  hemorrhage  into  the  stomach  and  intestine.  Dr  Lindsay 
Steven's  report  was  as  follows — 

"The  pericardium  contains  about  three  ounces  of  slightly 
blood-stained  serum.  The  heart  is  very  soft  and  flabby,  and  its 
external  fat  is  much  increased  on  the  surface  of  the  right 
ventricle.  The  aortic  and  pulmonary  curtains  are  competent. 
There  is  slight  atheroma  a  little  above  the  free  margins  of  the 
semilunar  curtains,  but  the  orifices  of  the  coronary  arteries  are 
patent.  The  muscular  tissue  is  very  soft,  but  on  the  whole 
normal  looking.  On  cutting  into  the  septum,  slight  yellowishness 
of  the  fibres  is  observed.  The  lungs,  trachea,  and  gullet  are 
removed  together.  The  left  lung  is  pretty  generally  and 
moderately  firmly  adherent,  the  pleura  in  this  situation  being 
of  cartilaginous  hardness,  and  perhaps  even  slightly  calcareous 
in  parts.  This  very  firm  adhesion  on  the  left  side  extends 
upwards  as  far  as  the  fifth  or  sixth  dorsal  vertebra,  but  does  not 
extend  round  towards  the  front.  After  the  thoracic  viscera  have 
been  removed,  a  probe  is  passed  into  the  gullet  from  above, 
and  its  further  progress  downwards  is  completely  arrested  at 
the  level  of  the  bifurcation  of  the  trachea.  On  passing  the 
probe  from  the  gastric  end  of  the  gullet,  it  passes  through  the 
entire  length  of  the  tube  without  any  difficulty.  The  trachea  is 
then  opened  along  its  posterior  wall,  almost  to  the  bifurcation, 
but  nothing  abnormal  is  seen  in  it.  The  thoracic  aorta  is  then 
laid  open  by  cutting  with  the  scissors  from  below  upwards.  Its 
internal  coat  presents  tolerably  healthy  characters,  but  about  an 


1  The  mode  of  death  was  observed  and  described  by  Dr  J.  G.  Gray,  the  resident 
assistant,  who  kept  careful  notes  of  the  case. 
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inch  below  the  arch,  and  towards  its  posterior  border,  a  circular 
opening  with  thin  and  somewhat  ragged  edges  is  found;  this 
opening  leads  into  a  ragged  cavity.  The  gullet  is  next  laid  open, 
and  at  the  level  of  the  obstruction  just  mentioned  a  large  ragged 
ulcerated  cavity  containing  debris  of  blood-clot  and  broken  down 
tissue  is  found  in  its  wall.  The  upper  margin  of  this  excavation  is 
raised  and  rather  sharp,  and  presents  the  typical  characters  of 
the  margin  of  a  malignant  ulcer.  The  cavity  had  evidently 
eaten  its  way  into  the  aorta,  and  produced  the  aperture  in  that 
vessel  described  above.  It  should  also  be  noted  that  the  wall  of 
the  aorta,  in  the  neighbourhood  of  the  aperture,  which  is  about 
the  size  of  a  threepenny-piece,  is  somewhat  thinned." 

Case  VI.  {§)—Scirrhus  of  the  oesophagus  at  the  level  of  the  bifur- 
cation of  the  trachea;  very  slow  development  of  symptoms;  gastrostomy 

successful. — J.  P  ,  aged  fifty  six,  admitted  into  the  infirmary 

on  January  26th  1891.  On  inquiring  into  the  history  of  the 
case,  it  appears  that  about  six  months  ago  he  experienced  slight 
difficulty  in  swallowing  such  articles  of  diet  as  butcher's  meat, 
potatoes,  and  fish,  but  after  a  few  attempts  he  was  able  to  take  a 
satisfactory  meal.  From  being  slight  the  dysphagia  steadily 
became  more  marked,  so  that  within  two  months  of  the  onset  of  the 
symptoms  he  found  that  after  taking  a  few  mouthfuls  of  food  just 
mentioned  his  gullet  got  filled  up,  and  he  felt  a  choking  sensation 
in  his  throat.  Sometimes  after  repeated  attempts  at  swallowing 
such  food  was  ejected,  but  he  foimd  little  difficulty  in  swallowing 
oatmeal  cake,  porridge,  or  snow-cake.  Soft  bread  was  swallowed 
with  greater  difficulty.  Fluid  food  has  always  been  swallowed 
with  ease.  Between  June  and  December  1890,  the  patient's 
weight  was  reduced  28  lb.  When  admitted  into  the  hospital  he 
was  unable  to  swallow  solid  food,  and  had  not  eaten  butcher's 
meat  for  some  weeks.  He  was  able,  however,  to  take  porridge, 
very  finely  minced  meat,  and  bread  when  partaken  of  along  with 
a  good  quantity  of  fluid.  On  passing  an  oesophageal  bougie  a 
firm  stricture  is  discovered  thirteen  inches  and  a  half  from  the 
teeth.    From  the  situation  of  the  stricture,  the  question  was  at 
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once  raised  whether  the  obstruction  to  swallowing  was  due  to 
pressure  from  without,  or  to  the  presence  of  a  growth  within  the 
gullet.  Careful  physical  examination  of  the  chest  made  by  Dr 
Wallace  Anderson  and  myself  showed  the  thoracic  organs  to  be 
quite  normal.  By  auscultation  of  the  oesophagus  the  act  of 
deglutition  was  shown  to  be  delayed  and  prolonged  below  the 
level  of  the  third  dorsal  vertebra.  There  was  no  evidence  of 
pouching  of  the  oesophagus  above  the  seat  of  obstruction,  and  on 
all  occasions  the  quantity  of  food  which  regurgitated  was  never 
greater  than  what  was  last  swallowed.  At  no  time  has  the 
patient  suffered  pain,  nor  has  blood  been  observed  in  the  vomited 
matter.  No  history  of  injury  or  of  syphilitic  disease.  During 
the  time  the  patient  was  in  the  ward  his  general  condition 
improved,  and  his  weight  was  maintained  at  from  138  lb.  to  1391b. 
After  being  in  the  ward  for  two  months  he  was  dismissed,  and 
requested  to  report  himself  once  a  fortnight.  The  patient 
returned  to  the  Eoyal  Infirmary,  and  gastrostomy  was  success- 
fully performed  in  December  1891.  The  patient  was  still  able 
to  swallow  some  food  by  the  mouth. 

When  an  obstruction  to  swallowing  is  detected  at  the  level  of 
the  bifurcation  of  the  trachea,  great  care  must  be  taken  in  the 
passage  of  bougies.  While  I  was  pathologist  to  the  Eoyal 
Infirmary,  a  case  came  under  my  observation  where  a 
very  complete  obstruction  to  swallowing  was  caused  by  an 
aneurism  of  the  aorta.  In  this  case  a  physician,  supposing 
the  obstruction  to  be  due  to  a  tumour  in  the  gullet,  passed  a 
bougie,  and  perforated,  not  only  the  oesophagus,  but  the  wall  of 
the  aorta.  The  haemorrhage  which  resulted  caused  the  patient  to  be 
sent  to  the  Eoyal  Infirmary,  and  she  died  shortly  after  admission. 
This  case  made  a  very  strong  impression  upon  my  mind,  and,  as  a 
consequence,  I  have  been  most  careful,  when  I  have  discovered 
an  obstruction  in  the  situation  indicated,  to  avoid  the  passage  of 
bougies  unless  it  is  very  evident  that  there  is  no  aneurism  or 
ulceration  of  the  oesophagus.  The  following  case  illustrates  some 
of  the  difficulties  in  forming  an  exact  diagnosis,  and  may  be 
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contrasted  with  case  5.   In  both  cases  there  was  a  difficulty  during 
the  early  stages  of  the  disease  in  making  a  diagnosis. 

Case  VII.  (7)— Aneurism  of  the  transverse  and  descending  por- 
tion of  the  arch  of  the  aorta;  dysphagia,  dyspnoea,  and  paralysis  of 
left  vocal  cord  as  early  symptoms;  physical  signs  equivocal;  later 
symptoms  more  characteristic  of  aneurism.— -The  patient,  J.  I  , 
a  labourer,  was  admitted  into  the  Glasgow  Eoyal  Infirmary,  on  the 
5th  September  1891,  complaining  of  dyspnoea,  dysphagia,  and 
hoarseness.    The  first  symptom  complained  of  was  difficulty  in 
phonation,  which  commenced  seven  months  ago.    Shortly  after 
this  time  the  patient  suffered  from  breathlessness,  which  varied 
much  from  time  to  time,  but  was  always  brought  on  by  physical 
exertion ;  and  the  patient  states  that  although  the  difficulty  in 
breathing  was  not  always  the  same,  there  was  nothing  corres- 
ponding to  paroxysmal  dyspnoea.    Comparing  one  week  with 
another,  it  may  be  asserted  that  the  dyspnoea  has  been  steadily 
increasing  from  the  time  of  its  first  onset  until  the  present. 
So  much  so,  that,  for  some  days  previous  to  admission,  he 
could  not  remain  in  the  recumbent  posture.     In  respect  to 
difficulty  in  swallowing,  it  may  be  said  that  the  patient  never 
was  prevented  from  swallowing  fluid  or  semi-fluid  food,  but  on 
many  occasions  he  was  quite  unable  to  swallow  such  articles  as 
bread,  meat,  and  potatoes.     On  admission  to  the  ward  the 
patient,  who  is  a  stout,  florid  man,  appeared  to  suffer  considerably 
from  breathlessness  after  ascending  the  stairs,  but  when  rested 
for  a  short  time  he  permitted  a  short  examination  to  be  made. 

Laryngoscopy  Appearances. — With  the  exception  of  slight 
hyperemia  of  the  mucous  membrane,  the  colour  of  the  larynx  is 
normal.  Both  vocal  cords  are  normal  in  appearance,  but  their 
movements  are  restricted,  especially  that  of  the  left  cord.  It 
remains  a  little  to  the  left  of  the  middle  line,  both  during 
inspiration  and  attempted  phonation  and  has  the  bow-shaped 
appearance  of  paralysis  of  the  tensors.  During  forced  inspira- 
tion the  chink  of  the  glottis  is  only  about  half  of  its  usual 
dimensions. 
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Examination  of  the  oesophagus  with  a  full-sized  bougie  re- 
vealed the  presence  of  an  obstruction  at  the  level  of  the 
bifurcation  of  the  trachea;  but,  on  account  of  the  equivocal 
symptoms  and  physical  signs,  it  was  thought  inadvisable  to  use 
any  force  or  even  to  repeat  an  oesophageal  examination. 

Physical  examination  of  the  chest  reveals  the  presence  of  an 
area  of  dulness  in  the  middle  line  in  front,  the  centre  of 
which  is  on  a  level  with  the  second  left  costal  cartilage,  and 
the  area  may  be  said  to  occupy  in  all  about  three  square  inches. 
There  is  no  pulsation  over  this  area,  nor  can  a  murmur  be 
heard.  Posteriorly,  at  the  level  of  the  bifurcation  of  the 
trachea,  the  sounds  produced  by  deglutition  are  prolonged,  and 
there  is  a  distinct  delay  in  the  passage  both  of  fluid  and  semi- 
fluid food  at  the  point  indicated.  The  respiratory  sounds  are 
equally  well  heard  in  both  lungs. 

After  carefully  considering  the  symptoms  and  physical  signs, 
it  was  clear  that  the  diagnosis  lay  between  an  aneurism  of  the 
transverse  or  descending  portion  of  the  arch  of  the  aorta,  a 
mediastinal  tumour,  and  a  tumour  of  the  oesophagus.  The 
patient  was  sent  to  J)r  Alexander  Eobertson  for  an  expression 
of  his  opinion,  when  he  favoured  me.  with  the  following 
report : — 

"  There  is  probably  a  tumour  in  the  anterior  mediastinum 
pressing  on  the  trachea  immediately  above  the  bifurcation. 
The  points  in  favour  of  a  tumour,  as  opposed  to  an  aneurism, 
are  negative  and  positive : — The  negative  are  that  an  aneurism 
in  this  situation  would  probably  have  induced  pulsation  in  the 
episternal  notch,  and,  with  the  prominent  symptoms  presently 
connected  with  his  breathing,  there  would  probably  have  been 
a  wider  area  of  dulness  than  there  is.    There  would  probably 
also  have  been  interference  with  the  circulation  in  the  arm  or 
arms,  or  in  one  or  other  side  of  the  neck.    There  is  no  expansile 
sensation  nor  sensation  of  pulsation  on  compressing  over  the 
chest  wall.    There  is  no  bruit,  although,  of  course,  this  is  an 
uncertain  indication." 
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"The  positive  indications  are:— The  presence  of  an  area  of 
dulness  in  the  sternal  region  corresponding  with  the  insertion 
of  the  second  ribs,  and  of  about  half  an  inch  above,  and  half  an 
inch  below  this  point.  To  the  right  side  of  the  chest  the  heart 
sounds  are  unusually  well  conducted.  The  veins  of  the  chest 
and  abdomen,  and  even  the  back  of  the  chest,  are  more 
prominent  than  usual,  especially  when  patient  coughs.  When 
patient  bends  his  head  backwards  the  oppression  of  breathing  is 
markedly  increased.  There  does  not  appear  to  be  any  difference 
in  the  breathing  in  the  two  lungs.  The  character  of  the 
breathing  seems  more  indicative  of  obstruction  to  the  respiration 
in  the  trachea  or  bronchi  than  at  the  vocal  cords." 

During  the  first  fortnight  of  the  patient's  residence  in  the 
Ward  considerable  improvement  occurred,  both  in  the  respiration 
and  in  deglutition.  But  towards  the  beginning  of  October  the 
dyspnoea  became  so  marked  that  the  patient  was  unable  to 
maintain  the  recumbent  posture  during  sleep,  and  even  when 
kept  in  the  semi-erect  position  he  had  difficulty  in  procuring  a 
good  night's  rest.  During  this  time  the  sputum  had  been 
increasing  in  amount,  and  was  more  viscid  and  difficult  of 
expectoration  than  formerly. 

On  the  10th  of  October  the  following  note  was  made: — 
"  Since  admission,  with  the  exception  of  the  first  fortnight,  the 
condition  of  the  patient  has  not  improved,  and  he  now  com- 
plains of  great  difficulty  in  breathing,  especially  during  the 
night ;  so  much  so,  indeed,  that  it  has  been  found  necessary  for 
the  last  fortnight  to  keep  him  in  the  erect  posture  while 
asleep.  Since  the  beginning  of  October  the  sputum  has  been 
more  or  less  stained  with  blood. 

"Physical  examination  of  the  chest  shows  the  dulness  noticed 
on  admission,  and  referred  to  in  Dr  Eobertson's  report,  to  be 
unaltered,  and  there  is  still  no  pulsation  at  any  part,  and  the 
pulses  remain  equal.  The  presence  of  blood  in  the  sputum, 
however,  strengthens  the  supposition  that  there  is  an  aneurism 
at  the  transverse  portion  of  the  arch  of  the  aorta." 
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On  the  18th  of  October,  and  during  the  two  preceding  days 
the  patient  had  considerable  difficulty  of  expectoration,  while 

was  greater  than  before,  so  that  the 
patient  got  almost  no  sleep  at  night. 

On  the  morning  of  the  19th  inst.,  patient  died  suddenly 
While  he  was  in  the  act  of  coughing  he  vomited  a  large  quantity 
of  blood,  and  expired  within  a  few  minutes.  There  was  marked 
pallor  of  the  skin  and  mucous  membrane  at  death. 

Post-mortem  examination  revealed  multiple  aneurisms  of  the 
thoracic  aorta  with  rupture  into  the  trachea  and  erosion  of  the 
vertebrae. 

The  following  note  was  made  by  Dr  Steven  in  the  post-mortem 
journal :— "  The  left  recurrent  laryngeal  nerve  cannot  be  traced 
behind  the  aneurismal  tumour,  in  whose  wall  it  has  become 
incorporated.    It  is  easily  found,  however,  below  the  tumour  and 
above,  and  is  seen  in  the  preparation.    The  right  recurrent 
laryngeal  nerve  is  also  dissected,  and  found  to  be  normal.  The 
anterior  wall  of  the  transverse  aorta  is  removed,  when  it  is 
seen  that  there  is  a  large  sacculated  aneurism  filled  with  blood 
clot.    It  communicates  with  the  interior  of  the  vessel  by  a 
large  opening  with  rounded  margins.    The  aneurism  springs 
from  the  posterior  aspect  of  the  aorta,  and  has  become  firmly 
incorporated  with  the  anterior  surface  of  the  trachea,  im- 
mediately above  the  level  of  the  bifurcation.    A  black  probe 
has  been  passed  from  the  interior  of  the  aneurism  through  the 
small  opening  into  the  trachea.    The  left  ventricle  is  somewhat 
hypertrophied,  but  all  the  valvular  structures  are  apparently 
normal.     The  lungs   are  voluminous   and,  indeed,  over-dis- 
tended, the  margins  being  rounded  and  emphysematous-looking. 
The  pleural  surface  of  the  lung  shows  numerous  areas  of  a 
bright  red  colour,  due  to  blood  shining  through  it,  and  it  is 
perfectly  evident,  from  the  appearance  of  the  pleura,  that  the 
pulmonary  tissue  has  been  extensively  insufflated  with  blood. 
No  tumour  can  be  seen  or  felt  in  the  anterior  mediastinum,  and 
it  is  therefore  resolved  to  remove  the  contents  of  the  mouth, 
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neck,  and  thorax,  en  masse.    In  doing  this,  a  small  aneurism,  at 
the  junction  of  the  transverse  and  the  ascending  portions,  is 
opened  into,  at  the  level  of  the  fourth  and  fifth  dorsal  vertebra, 
which,  on  their  left  side,  have  been  eroded  by  the  tumour-the 
intervertebral  cartilages  escaping.    This  aneurism  is  ova  m 
shape,  and  an  inch  and  a  half  or  two  inches  in  length,  the  long 
diameter  being  in  the  long  axis  of  the  vessel.    After  remova  the 
oesophagus  is  opened,  and,  beyond  containing  a  little  blood, 
presents  no  abnormal  appearance.    On  opening  the  trachea  along 
its  posterior  surface,  a  minute  aperture,  with  opaque,  brown, 
sloughy  edges,  and  only  admitting  the  point  of  a  surgeon's 
probe  is  discovered  in  the  trachea  immediately  above  the  level 
of  the  bifurcation,  and  situated  on  its  left  side.    The  tracheal 
mucous  membrane,  for  some  distance  around  the  aperture,  has  a 
dark  red  colour.    This  aperture  communicates  with  the  interior 
of  an  aneurismal  tumour  springing  from  the  posterior  wall  of  the 
transverse  arch." 

I  have  narrated  this  case  in  detail,  in  order  that  some  of  the 
difficulties  in  forming  a  diagnosis  may  be  appreciated,  when  the 
obstruction  to  swallowing  is  situated  at  the  bifurcation  of  the 
trachea. 

In  other  cases,  difficulty  in  diagnosis  is  only  experienced 
during  the  early  stage  of  the  case,  when,  with  evidence  of  well- 
marked  obstruction  in  the  oesophagus,  there  are  no  physical 
signs  directly  pointing  to  aneurism,  and  the  only  symptom  which 
leads  one  to  suspect  serious  disease  of  the  aorta  is  paralysis  of 
the  left  vocal  cord.    The  value  of  this  symptom  in  distinguishing 
between  aneurism  and  other  causes  of  oesophageal  obstruction  is 
considerable,  and  in  one  of  the  cases  seen  in  1890,  it,  to  a 
great  extent,  prejudiced  my  mind  in  favour  of  aortic  aneurism 
as  the  cause  of  the  dysphagia,  even  although  no  other  symptoms 
pointed  in  the  same  way.    While  it  was  quite  true  that,  in  a 
few  exceptional  cases,  unilateral  paralysis  of  the  muscles  supplied 
by  the  inferior  laryngeal  nerve  may  be  caused  by  other  condi- 
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paralysis  in  the  large  majority  of  cases.    Indeed,  for  practical 
purposes,  it  may  be  looked  upon  as  the  cause  o  par" 
nineteen  out  of  twenty  case,    Undoubtedly,  cases'have  been 
recorded  m which  paralysis  of  the  left  recurrent  laryngeal  nerve 
has  been  the  result  of  pressure  by  tumours  in  the  oesophagus  x 
by  enlarged  bronchial,  glands,  by  pleuritic  adhesions  or  fibroid 
induration  of  the  apex  of  the  left  lung,  by  enlargement  of  the 
thyroid  body,  by  great  pericardial  exudation,  or  by  hypertrophy 
of  the  heart,  leading  by  pressure  or  displacement  to  interference 
with  the  function  of  the  nerve.    The  answer  to  the  question- 
What  is  the  cause  of  the  paralysis  ?-is  usually  easy,  but  in  a  few 
cases  it  is  almost  impossible  to  give  a  definite  reply    In  such 
cases,  I  would  say,  treat  the  case  as  one  of  aneurism  of  the 
aorta.    In  my  experience,  I  have  seen  a  considerable  number  of 
these  at  first  obscure  cases,  and  in  the  large  majority  they 
have  proved  in  the  end  the  accuracy  of  the  statement  I  have 
just  made. 

The  remaining  class  of  cases,  namely,  those  where  the  can- 
cerous formation  is  situated  at  the  lower  end  of  the  oesophagus, 
has  also  been  well  illustrated  in  the  three  following  cases. 

Case  VIII.  (8)— Epithelioma  of  lower  end  of  oesophagus  ;  history 
of  sudden  and  steadily  increasing  dysphagia,  culminating  in  almost 
complete  obstruction;  gastrostomy  in  two  stages,  followed  by  im- 
provement in  swallowing.— W.  H  ,  a  labourer,  aged  sixty-eight, 

was  admitted  into  the  Glasgow  Eoyal  Infirmary  on  October  7th 
1890.  He  stated  that  about  five  weeks  previous  to  admission, 
he  found  one  day  that  he  was  unable  to  swallow  any  solid  food, 
although  still  able  to  swallow  fluid  and  semi-fluid  diet,  some 
articles  of  food  passing  into  the  stomach  more  easily  than  others. 
As  a  rule,  he  experienced  greater  difficulty  in  swallowing  hot 


1  In  Case  4,  before  the  patient  left  the  ward,  there  was  complete  paralysis  of 
the  left  vocal  cord.  See  also  paper  by  Drs  James  Finlayson  and  Joseph  Coats, 
Glasgow  Medical  Journal,  September  1890. 
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than  cold  substances.    Since  the  onset  of  these  symptoms,  the 
dysphagia  has  steadily  become  worse,  so  that  on  admission  the 
patient  is  greatly  emaciated,  his  weight  being  reduced  from 
16  st  to  9  st.  10  lb.    Now,  if  fluid  food  be  swallowed  rapidly,  or 
in  any  quantity  at  a  time,  it  is  ejected  with  considerable  force. 
There  is  no  evidence  of  any  pouching  of  the  oesophagus  above 
the  seat  of  obstruction,  the  quantity  of  food  vomited  being  only 
what  has  been  last  swallowed.    On  passing  a  full-sized  bougie, 
an  obstruction  is  met  with  at  the  lower  end  of  the  oesophagus, 
which,  on  further  examination,  is  found  to  permit  the  passage 
of  a  No.  10  oesophageal  bougie.    The  patient  states  that  he  has 
not  suffered  pain  at  any  time,  nor  has  he  noticed  any  blood  in 
the  vomited  matter.     There  is  no  history  of  injury,  or  of 
syphilis.    In  respect  to  treatment  little  has  to  be  said,  the 
principal  object  being  to  introduce  as  much  nourishment  as 
possible  in  a  concentrated  form,  both  by  stomach  and  by  nutrient 
zyminised  suppositories,  and  enemata.    October  27th: — Since 
admission,  the  dysphagia  has  become  steadily  worse,  so  that  now 
the  patient  is  unable  to  swallow  more  than  a  few  spoonfuls  of 
fluid  in  the  twenty-four  hours.    His  weight  is  now  9  st.  1  lb. 
Gastrostomy  was  therefore  performed,  from  which  the  patient 
made  a  good  recovery.1 

Case  IX.  (§)— Epithelioma  of  the  lower  end  of  the  oesophagus. — 
J.  F  ,  aged  sixty-three,  came  to  the  Koyal  Infirmary  in  Nov- 
ember 1890.  It  appears  that  he  first  experienced  a  difficulty  in 
taking  solid  food  on  October  16th  1890,  and  since  that  date  the 
dysphagia  has  steadily  increased,  so  that  at  present  he  is  only 
able  to  take  cold  fluid  food.  During  this  period,  his  weight 
diminished  from  160  lb.  to  130  lb.,  and  he  is  now  very  anaemic, 
and  complains  much  of  weakness.  He  has  no  morbid  sensation 
in  the  throat,  further  than  what  is  produced  by  regurgitation 
of  food,  and  sometimes  the  quantity  which  accumulates  above 


1  Patient  progressed  favourably  during  the  early  summer,  and  the  disease 
advanced  very  slowly,  but,  not  receiving  proper  attention  at  home,  he  was  found 
dead  in  bed,  from  starvation,  in  August  1891. 
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the  stricture  amounts  to  more  than  one  pint.   When  he  attempts 
to  swallow  food  rapidly,  or  in  considerable  quantity  at  a  time  it 
is  suddenly  ejected  with  force,  and  not  infrequently  flows  into 
the  nostrils  and  larynx.    He  has  never  noticed  any  blood  in 
the  vomited  matter.    On  introducing  a  full-sized  bougie,  a  stric- 
ture is  detected  at  the  lower  end  of  the  oesophagus,  through 
which  not  even  the  smallest  bougie  can  be  passed.    A  careful 
physical  examination  of  the  chest  fails  to  reveal  any  abnormality 
of  the  thoracic  organs,  further  than  that  the  action  of  the  heart 
is  feeble,  and  the  pulse  numbers  from  55  to  65  per  minute. 
The  patient  was  very  anaemic,  and  extremely  weak  from  want  of 
food,  and  he  was  advised  to  come  into  the  hospital  immediately, 
but  this  he  failed  to  do.    Since  I  examined  him  he  has  not  been 
seen  by  me,  as  he  has  ceased  to  attend  the  out-door  department. 
CASE  X.  (10) — Acute  carcinoma  at  the  lower  end  of  the  oesophagus 

involving  cardiac  end  of  stomach;  death  from  collapse.— H.  C  , 

aged  seventy-one,  was  admitted  into  the  hospital  on  January 
30th  1891.    Four  months  previous  to  admission  the  patient 
enjoyed  perfect  health,  and  was  able  to  take  his  food  without 
the  slightest  difficulty,  but  he  noticed  that  his  appetite  was  not 
so  good  as  formerly,  and  this  want  of  desire  for  food  continued 
until  the  beginning  of  December,  when  he  noticed  for  the  first 
time  difficulty  in  swallowing  certain  kinds  of  food,  such  as 
potatoes,  bread,  and  butcher's  meat.    At  the  beginning  of  the 
month,  the  difficulty  in  deglutition  was  but  slight;  the  dysphagia, 
however,  steadily  and  rapidly  increased,  so  that  by  the  beginning 
of  the  year  1891  he  was  quite  unable  to  swallow  any  solid  food, 
and  during  the  first  fortnight  of  January  he  had  taken  nothing 
but  a  little  sherry  negus,  and  a  few  spoonfuls  of  beef-tea  occa- 
sionally.   His  ordinary  weight  was  174  lb.,  but  on  admission  he 
weighed  only  141J  lb.,  and  considering  that  his  height  was  5  ft. 
11£  in.,  he  looked  very  much  emaciated.    The  pulse  was  firm  and 
strong,  and  numbered  100  beats  per  minute.    Little  or  no  anaemia, 
and  no  pain.    On  passing  an  oesophageal  bougie  an  almost  com- 
plete obstruction  was  met  with  close  to  the  stomach.  The  stricture 
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was  so  complete  that  it  was  with  the  greatest  difficulty  a  No.  3 
bougie  was  passed.    As  a  consequence  of  the  extremely  weak  con- 
dition of  the  patient,  and  his  inability  to  take  food  by  the  mouth 
he  was  fed  by  the  rectum  by  means  of  beef  peptonoids,  peptonised 
beef-tea,  and  meat  suppositories.    Physical  examination  of  the 
chest  gave  the  following  results  :-The  sounds  of  the  heart  were 
feeble,  but  there  was  no  evidence  of  organic  disease.  Lungs 
normal.  On  palpating  the  abdomen,  the  liver  was  found  to  project 
downwards  beyond  the  costal  cartilages  for  a  distance  of  about 
one  inch  and  a  half,  but  on  percussion,  the  hepatic  dulness  was  not 
found  to  be  increased,  and  no  nodules  could  be  discovered.  To  the 
left  of  the  liver  the  percussion  was  equivocal,  and  to  the  hand  there 
was  a  marked  resistance  in  the  region  of  the  stomach.  Other 
abdominal  organs  normal.     From  the  circumstance  that  the 
obstruction  was  situated  so  low  down,  and  was  associated  with 
marked  resistance  in  the  region  of  the  stomach,  which  indicated 
that  that  organ  was  involved  in  the  disease,  I  resolved  not  to 
operate,  and  the  patient  died  in  a  few  days  from  collapse. 

The  necropsy  showed  the  thoracic  organs  to  be  normal.  The 
liver  was  found  to  be  displaced  downwards  and  to  the  left,  so 
that  the  left  lobe  overlapped  and  hid  from  view  the  contracted 
and  empty  stomach.  At  the  lower  end  of  the  oesophagus,  and 
along  the  neighbouring  parts  of  the  stomach,  there  was  a  large 
and  wide-spread  malignant  ulcer,  and  the  substance  of  the  tumour 
involved  the  entire  thickness  of  the  stomach  wall  throughout  an 
area  of  about  four  inches  square,  the  greater  part  of  which 
occupied  the  greater  curvature.  The  tumour  was  an  encephaloid 
carcinoma.    There  were  no  secondary  formations. 

It  is  at  once  obvious  that  not  only  the  symptoms  during  life, 
but  also  the  mode  of  death,  are  determined  by  the  situation  as 
well  as  by  the  precise  nature  of  the  malignant  disease.  It  is 
clear  I  think  that  even  a  slow-growing  epithelioma,  if  situated 
in  the  uppermost  part  of  the  oesophagus  (as  for  example,  in 
Cases  3  and  4),  will  lead  to  death  by  starvation  sooner  than 
a  more  rapidly  growing  tumour  situated  at  the  level  of  the 
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bifurcation  of  the  trachea,  or  at  the  lower  end  of  the  esophagus 
(Cases  5,  6,  8,  and  9).     Putting  the  question  of  siLL 
of  the  tumour  out  of  account  for  the  moment,  and,  other  condi- 
tions being  equal,  I  think  it  may  be  safely  said  that  adenocar- 
cinoma grows  most  rapidly,  and,  if  not  interfered  with,  causes 
death  m  the  shortest  time.    Epithelioma  is  less  acute,  while 
scirrhous  cancer,  as  shown  in  Cases  2  and  6,  may  remain 
practically  stationary  for  a  considerable  period    As  will  be 
observed  by  reference  to  the  cases  I  have  used  as  illustrations 
the  most  prominent  and  constant  symptom  is  dysphagia,  which 
as  a  rule,  is  at  first  slight  in  degree,  but  graduaUy  and  steadily 
progressive,  at  first  occasional,  but  afterwards  always  present 
In  some  cases,  on  the  other  hand,  the  difficulty  in  swaUowing 
develops  suddenly,  and  is  from  the  beginning  severe.    This  is 
experienced  when  the  tumour  is  situated  high  up,  but,  if  the 
lower  part  of  the  gullet  be  attacked,  in  not  a  few  instances  the 
patient  complains  of  severe  difficulty  in  deglutition  only  after 
the  disease  has  been  shown  to  exist  for  some  considerable  time. 
The  usual  experience  is  that  solids,  especially  bread,  potatoes, 
and  butcher's  meat,  when  taken  in  quantity,  fail  to  pass  a  certain 
point  in  the  gullet  where  the  bolus  may  become  lodged,  or  it  may 
be  found  necessary  to  wash  down  each  morsel  by  a  draught  of 
fluid,  and  even  this  may  only  succeed  after  careful  mastication 
and  repeated  unsuccessful  attempts.    The  patient  may  imagine 
that  he  has  managed  to  swallow  a  moderately  good  meal,  when, 
to  his  disgust,  in  a  short  time  the  greater  part  of  it  wells  back 
into  his  mouth.    This  temporary  retention  of  the  food  is  possible 
only  when  the  oesophagus  has  become  pouched  above  the  stricture. 
At  first  the  quantity  of  food  so  retained  is  small  in  amount,  and 
regurgitates  almost  immediately  after  it  is  swallowed;  but  as  time 
advances  the  sac  may  become  of  considerable  size,  and  capable 
of  retaining  large  quantities  of  food.    The  regurgitation  observed 
in  such  cases  is  very  different  from  what  is  noticed  in  cases 
of  spasmodic  stricture  or  in  ordinary  vomiting  from  the  stomach, 
in  so  far  that  the  contents  of  the  pouch  simply  well  up,  and 
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resembles  the  ejection  that  results  from  cerebral  disease  more 
closely  than  any  other  form  of  vomiting.  When  ulceration  occurs, 
sometimes  the  dysphagia  is  relieved  to  some  extent,  but  at  the 
same  time  the  vomited  matter  is  no  longer  simply  the  food  as  it 
was  swallowed,  but  is  usually  mixed  with  disagreeable  fetid  muco- 
purulent blood-stained  materials.  About  this  stage  of  the  disease 
the  patient  expectorates  quantities  of  frothy  mucus,  and  the 
secretions  become  more  and  more  offensive.  Alongside  the 
development  of  dysphagia,  it  will  be  observed  that  the  patient  is 
rapidly  emaciating  and  the  blood  becoming  more  and  more 
deficient  in  colouring  matter  and  in  blood  corpuscles.  The 
emaciation  is  generally,  but  not  always,  marked.    In  the  Case 

W.  F  (Case  3),  even  although  he  was  practically  unable 

to  take  any  food  for  three  weeks  before  admission,  at  the 
operation  of  gastrostomy  there  were  fully  three-quarters  of  an 
inch  of  fat  covering  the  abdominal  wall,  and  the  portion  of  the 
omentum  exposed  was  noticed  to  contain  a  considerable  quantity 
of  adipose  tissue.  The  stomach  was  quite  empty  and  collapsed. 
But  while,  in  this  particular  case,  the  emaciation  was  not  so 
marked  as  one  would  have  expected  under  the  circumstances,  the 
condition  of  the  pulse,  the  temperature,  the  feeling  of  extreme 
weakness,  and  the  tendency  to  syncope,  all  showed  the  effects  of 
starvation. 

In  most  of  the  cases  to  which  I  have  referred  the  patients  have 
not  complained  much  of  hunger,  except  perhaps  during  the  early 
stage  of  the  disease.  In  the  more  advanced  cases  it  is  frequently 
very  difficult  to  get  food  taken,  even  although  the  patient  is  able 
to  partake  of  fluids  or  semi-fluid  diet.  Partly  on  account  of  the 
dryness  of  the  throat  and  fetid  odour  of  the  breath,  but  also  I 
believe  from  a  desire  that  their  suffering  may  soon  terminate, 
the  patients  may  absolutely  refuse  to  take  nourishment  in  any 
form.  Some  time  ago  I  had  a  case  where  I  was  feeding  the 
patient  very  satisfactorily  by  a  stomach-tube,  when  one  morning 
she  intimated  that  she  had  had  her  last  meal,  and  would  allow  no 
more  food  to  be  given  to  her  in  any  form ;  but  this  was  not  to 
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be  wondered  at,  for  after  each  meal  she  was  tortured  with  severe 
pain  in  the  epigastrium,  due  to  the  collection  of  large  quantities 
of  gas  in  the  stomach,  which  she  was  unable  to  rid  herself  of. 

In  very  few  of  the  cases  which  I  have  seen  does  the  patient 
complain  much  of  pain  during  deglutition,  unless  in  those 
instances  where  the  tumour  is  situated  high  up.  In  these  the 
pain  during  swaUowing  is  often  sharp  and  burning,  and  is  referred 
to  the  ears  and  side  of  the  neck  rather  than  to  the  throat.  Between 
meals  the  pain  is  less  severe,  but  still  present  at  all  times  unless 
when  relieved  by  treatment.  When  the  disease  attacks  the  middle 
third  of  the  oesophagus  the  patient  not  uncommonly  states  that 
in  the  evening  or  during  the  night  he  experiences  a  feeling  of  a 
"load  of  uneasiness "  or  even  of  dull  aching  pain  in  the  back 
or  in  the  epigastrium.  Should  the  carcinoma  involve  the  lower 
end  of  the  oesophagus,  the  patient  seldom  suffers  from  pain  either 
during  deglutition  or  at  other  times.  This  absence  of  suffering 
in  such  cases  is  somewhat  remarkable.    For  example,  in  the  case 

of  H.  C  (Case  10),  even  although  the  carcinoma  involved  the 

lower  extremity  of  the  oesophagus  and  the  cardiac  end  of  the 
stomach,  the  patient,  on  being  carefully  questioned,  stated  that 
he  had  suffered  no  pain  in  the  stomach  at  any  time  since  the 
onset  of  the  disease. 

Respecting  the  sensation  of  the  stomach,  it  is  rather  remark- 
able that  simple  ulceration  should  cause  so  much  distress, 
while  stitching  of  the  stomach,  or  even  perforating  its  walls 
with  the  electric  cautery,  as  observed  in  the  cases  of  W. 

F  ,  Mrs   C  ,  and  W.   H          (Cases  3,  4,  and  8), 

should  hardly  be  felt  by  the  patients.  The  presence  of  dyspnoea, 
aphonia,  and  cough  depends  upon  the  position  of  the  tumour. 
When  the  upper  part  of  the  larynx  is  involved,  obstruction  to 
breathing  may  be  occasioned,  as  I  have  already  shown,  by  direct 
pressure  upon  the  air  passages,  by  extension  of  the  tumour  into 
the  larynx,  or  by  oedema,  as  in  Case  4.  Again,  as  a  result  of 
involvement  of  the  recurrent  laryngeal  nerve,  paralysis  of  the 
muscles  of  the  larynx  may  be  produced  and  give  rise  to  aphonia 
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or  dyspnoea  according  to  circumstances.    The  voice  may  also  be 
impaired  or  lost  as  a  consequence  of  the  tumour  invading  the 
cavity  of  the  larynx.    Cough  is  a  very  common  symptom,  and 
may  be  caused  in  many  ways— by  saliva  or  food  flowing  into  the 
larynx  or  trachea,  and  there  giving  rise  to  catarrh,  by  the  estab- 
lishment of  fistulous  openings  between  the  gullet  and  air  passages, 
or  by  reflex  irritation.    Patients  affected  with  carcinoma  of  the 
oesophagus,  partly  on  account  of  their  weak  physical  condition, 
are  very  liable  to  attacks  of  tracheal  and  bronchial  catarrh,  even 
although  there  may  be  no  evidence  to  show  that  the  malignant 
growth  in  the  oesophagus  is  interfering  with  the  function  of  the 
lungs. 

When  the  growth  is  situated  in  the  first  part  of  the  oeso- 
phagus, its  situation  and  its  extent  may  be  easily  ascertained 
by  palpating  the  neck  or  by  examination  with  the  finger  passed 
into  the  pharynx.    Should  the  disease  attack  the  oesophagus  at 
a  lower  level,  in  order  to  gain  information  it  is  often  necessary 
to  examine  the  passage  by  means  of  bougies.  When  the  bougie — 
one  of  large  size  to  begin  with — has  been  introduced  into  the 
oesophagus,  it  should  be  passed  gently,  no  force  being  employed 
under  any  circumstances.    If  any  obstruction  be  encountered  in 
the  course  of  the  oesophagus,  the  bougie  should  be  marked  at  the 
point  in  contact  with  the  teeth,  then  withdrawn,  and  the  distance 
from  the  point  of  the  instrument  to  the  mark  carefully  measured. 
The  surgeon  should  then  introduce  a  smaller  instrument,  and  so 
on,  gradually  going  down  the  scale  until  he  either  succeeds  in 
penetrating  the  stricture  or  in  assuring  himself  that  the  obstruc- 
tion is  complete.    In  cases  of  cancer  of  the  oesophagus  sometimes 
even  the  most  careful  use  of  bougies  may  cause  injury  and  slight 
hEemorrhage.    In  such  instances  the  employment  of  instruments 
should  be  discontinued,  but  regarding  this  point  I  shall  have 
more  to  say  when  we  come  to  speak  of  treatment. 
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Sarcoma  and  Benign  Tumours,  rare— Benign  Tumours,  Diagnosis- 
Cicatricial  Stricture;  Etiology  and  Pathology,  with  illustrative 
cases  ;  Diagnosis— Spasmodic  Stricture— General  question  of  Prog- 
nosis n  Stricture  of  Gullet— Mode  of  death— Statistics. 

In  the  last  two  chapters  I  discussed  fully,  and  illustrated  by 
cases,  the  most  common  and  therefore  most  important  variety 
of  oesophageal  obstruction,  namely,  carcinomatous  disease.  1 
will  now  merely  allude  to  sarcoma  of  the  oesophagus,  make  a 
few  remarks  regarding  benign  tumours,  then  consider  cica- 
tricial stricture,  and,  subsequently,  the  general  question  of 
prognosis. 

Sarcomatous  Disease  of  the  oesophagus  is  very  seldom  met 
with  as  a  primary  lesion,  but  frequently  the  gullet  becomes  im- 
plicated secondarily.  This  is  most  commonly  observed  in  sarcoma 
of  the  lungs,  mediastinal  or  cervical  glands,  thyroid  gland,  larynx, 
and  the  vertebras.  Eosenbach  has  reported  a  case  in  which 
a  soft,  transparent,  and  lobulated  tumour  about  the  size  of  a 
hen's  egg  was  attached  to  the  upper  end  of  the  oesophagus  on 
the  right  side,  and  this,  on  microscopic  examination,  proved  to 
be  a  small  round-celled  sarcoma.  A  case  is  also  recorded  by  Dr 
Chapman,1  and  another  by  Dr  Lauriston  Shaw.2  In  the  latter 
case  the  sarcoma  appeared  as  an  ulcer  with  well-defined  margins, 
and,  destroying  an  extensive  area  of  the  mucous  membrane  of 

1  American  Journal  of  Medical  Science,  1877,  p.  433. 

2  The  Lancet,  March  21st  1891,  p.  660. 
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the  gullet,  eventually  it  perforated  the  posterior  wall  of  the 
trachea  just  above  the  bifurcation. 

Benign  Tumours  of  the  oesophagus  are  very  seldom  met 
with  in  practice.  It  is  a  remarkable  fact,  and  one  not  easily  ex- 
plained, that  while  the  pharynx,  larynx,  and  posterior  nares  are 
aU  liable  to  be  occupied  by  non-malignant  neoplasms,  the  gullet 
very  seldom  is.  Indeed,  benign  tumours  are  so  seldom  seen  in 
the  latter  situation  that  I  do  not  purpose  to  occupy  time  by 
referring  to  the  cases  which  have  been  recorded,  further  than  to 
say  that  cases  of  papillomata,  cysts,  fibromata,  adenomata,  and 
lipomata  have  been  published  as  curiosities,  and  I  have,  in  the 
Museum  of  the  Koyal  Infirmary,  a  remarkable  example  of  a 
very  large  myoma  of  the  gullet.  This  tumour,  as  exhibited  in 
the  preparation,  is  situated  in  the  lower  part  of  the  oesophagus, 
its  inferior  extremity  just  reaching  the  cardiac  orifice  of  the 
stomach.  The  tumour  measures  four  inches  and  three-quarters 
from  above  downwards,  one  inch  to  one  inch  and  a  quarter  from 
before  backwards,  and  on  an  average  about  two  inches  transversely. 
It  mostly  lies  free,  but  is  attached  to  the  posterior  wall  of  the 
passage  by  a  very  thin  fibrous  band  about  an  inch  and  three- 
quarters  in  length,  and  with  its  upper  edge  about  two  inches 
beneath  the  superior  margin  of  the  tumour.  The  oesophagus,  at 
the  part  occupied  by  the  tumour,  was  much  dilated,  and  its 
mucous  membrane  presented  considerable  ulceration.  On 
microscopic  examination  the  tissue  was  found  to  be  composed 
of  elongated  spindle-shaped  cells  presenting  the  characters  of 
the  smooth  muscular  fibre  cell.  The  tumour  was  thus  con- 
cluded to  be  a  myoma  or  muscular  tumour.  With  the  exception 
of  the  oesophagus,  all  the  organs  of  the  body  were  normal. 
During  life  the  patient,  who  was  treated  by  the  late  Dr  Steven  in 
ward  5,  complained  chiefly  of  difficulty  and  pain  in  swallowing, 
and  these,  as  he  stated,  were  first  experienced  about  two  months 
before  death.  There  was  no  actual  vomiting,  but  when  an 
attempt  was  made  to  swallow,  the  food  soon  regurgitated. 
During  his  stay  of  two  months  in  the  hospital,  examination 


3§  STRICTURE  OF  THE  (ESOPHAGUS. 

with  the  bougie  detected  an  obstruction  in  the  oesophagus.  The 
patient,  who  on  admission  had  a  good  complexion  and  was  not 
emaciated,  began  after  a  fortnight's  residence  to  lose  flesh 
rapidly,  till  at  death  he  was  extremely  emaciated.1  Again,  an- 
other specimen,  also  from  the  museum,  is  an  example  of  a 
simple  papilloma  of  the  oesophagus.  The  tumour  is  situated  on 
the  anterior  wall  of  the  gullet,  immediately  behind  the  cricoid 
cartilage,  and  only  involves  the  superficial  structures  of  the 
mucous  membrane.  During  life  it  caused  considerable  obstruc- 
tion to  swallowing,  although  it  is  not  larger  than  half  a  grape. 
The  patient  died  of  Bright's  disease,  but  for  a  short  time  before 
death  he  was  unable  to  swallow  solid  food,  and  even  fluids 
passed  with  difficulty. 

The  diagnosis  of  benign  tumours,  unless  when  they  are  so 
high  up  as  to  be  visible,  is  by  no  means  easy.  The  slow  develop- 
ment of  symptoms,  the  absence  of  pain,  or  of  involvement  of 
the  lymphatic  glands,  distinguish  benign  from  malignant 
neoplasms,  and  the  history  of  the  case  in  respect  to  injury 
usually  prevents  traumatic  stricture  from  being  overlooked. 
When  the  tumour  is  situated  high  up,  as  in  the  specimen  of 
papilloma  I  have  just  described,  dysphagia  develops  rapidly ; 
while  if  the  growth  is  situated  low  down,  as  in  cases  of  myoma, 
a  compensatory  dilatation  of  the  gullet  may  occur,  so  that 
food  passes,  even  although  the  tumour  may  have  attained  an 
enormous  size. 


Cicatricial  Stricture. — The  next  form  of  obstruction  to 
be  considered  is  Cicatricial  Stricture  of  the  gullet.  When  the 
mucous  membrane  is  injured  in  any  way,  either  by  a  wound 
or  by  the  action  of  severe  inflammation,  the  abraded  surface 
separates,  and  granulation  tissue  fills  the  vacant  space ;  and  as  a 
consequence  of  the  development  of  the  round-celled  into  more 

1  A  full  account  of  this  case  is  given  by  Dr  Joseph  Coats  in  the  Glasgow 
Medical  Journal,  vol.  iv.,  1872. 
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highly  developed  tissue,  contraction  takes  place,  and  the  lumen  of 
the  gullet  is  diminished.   I  have  a  specimen  which  was  removed 
from  one  of  a  very  distressing  group  of  cases.  Three  children  were 
left  by  their  mother,  and  on  the  table  of  the  house  a  cream  jug  was 
placed,  the  contents  of  which  the  young  ones  believed  to  be  cream. 
They  divided  the  contents  of  the  jug  equally,  and  all  drank  it 
at  the  same  time.    Instead  of  being  cream,  the  contents  of  the 
vessel  were  a  mixture  of  sulphuric  acid  and  ground  pumice-stone 
used  for  cleaning  brass.    Their  ages  were  three,  five,  and  ten 
years  respectively.    The  youngest  child  died,  but  the  two  eldest 
recovered.1    I  may  say  that  when  the  patients  were  admitted 
the  mucous  membrane  of  the  inside  of  the  hps,  dorsum  of  the 
tongue,  and  palate  had  a  white  appearance,  as  if  burned  by  a 
corrosive  acid,  and  the  patients  were  vomiting  a  thick  tarry- 
looking  substance,  which  had  a  strong  acid  reaction.    In  the  fatal 
case  the  peritoneal  cavity  contained  several  ounces  of  fluid,  which 
had  the  appearance  of  a  mixture  of  chocolate  and  milk,  and  was 
devoid  of  fsecal  odour.    The  peritoneum  also  contained  a  quan- 
tity of  gas.    The  stomach  had  been  completely  charred  and 
thrown  into  large  irregular  folds,  and  when  the  slough  was 
removed  an  eroded  and  bleeding  surface  was  exposed.-  The 
duodenum  contained  a  quantity  of  coffee-like  fluid,  but  there 
was  no  destruction  of  its  mucous  membrane.    The  two  other 
children  recovered  from  the  immediate  effects  of  the  poison, 
but  subsequently  they  suffered  from  stricture  of  the  ceso- 
phagus.    To  these  cases  I  shall  refer  when  we  come  to  consider 
treatment. 

During  the  session  1891, 1  had  under  treatment,  in  the  Eoyal 
Infirmary,  four  cases  of  cicatricial  stricture,  and  in  all  of  these 
the  contraction  has  been  caused  by  injury  from  swallowing 
chemicals  or  hot  fluids.  When  the  injury  is  severe,  or  the 
poison  concentrated,  the  gullet  and  stomach  may  be  so  destroyed 
that  death  results  within  a  few  hours.    In  the  first  two  cases  of 


1  The  patients  were  in  the  first  instance  admitted  into  Dr  Wood  Smith's  ward, 
and  I  treated  the  two  eldest  for  cicatricial  stricture  afterwards. 
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sulphuric  acid  poisoning  which  I  saw,  the  acid  was  taken  in 
considerable  quantity,  and  in  a  concentrated  form,  so  that  the 
oesophagus,  as  observed  in  the  museum  specimen,  is  denuded  of 
its  epithelium,  and  the  longitudinal  muscular  fasciculi  are  ex- 
posed.   In  both  cases  deatli  occurred  within  twenty-four  hours. 
When,  however,  the  injury  is  less  extensive  or  severe,  an  acute 
oesophagitis  follows ;  the  destroyed  mucous  membrane  becomes 
replaced  by  granidation  tissue,  and,  as  healing  progresses,  the 
cicatricial  tissue  contracts.    The  extent  of  the  stricture  depends 
upon  the  primary  injury.    Contraction  takes  place  slowly,  so 
that  the  usual  history  of  the  case  is  that  while  the  patient 
suffers  severe  pain,  and  experiences  great  difficulty  in  swallowing 
immediately  after  the  accident,  within  a  few  days  relief  comes, 
and  he  is  able  to  swallow  food  easily  for  weeks.    Then  the 
granulation  tissue  begins  to  contract,  and  the  patient  complains 
of  steadily  increasing  dysphagia.    The  stricture  may  only  occupy 
a  small  area  of  the  gullet,  as  in  this  specimen.    Here  a  portion 
of  the  oesophagus  is  laid  open,  and  a  stricture  is  seen  at  its 
centre,  where  the  muscular  fibres  are  very  much  contracted. 
The  stricture  is  caused  by  cicatricial  contraction  extending 
through  a  small  area  in  the  long  axis  of  the  oesophagus,  the 
contracted  portion  not  mcluding  more  than  a  quarter  of  an  inch 
of  the  length  of  the  gullet.    The  walls  are  normal  both  above 
and  below  the  stricture.    In  other  cases  the  contraction  may 
extend  throughout  the  entire  length  of  the  tube,  or  there  may 
be  several  smaller  strictures.    In  all  cases  of  cicatricial  stenosis 
of  the  oesophagus,  the  most  pronounced  and  characteristic  symp- 
tom is  difficulty  in  swallowing,  but  it  must  be  remembered  that 
the  closeness  of  the  stricture  cannot  always  be  judged  by  the 
amount  of  dysphagia.     Not  uncommonly,  as  in  the  cases  of 

Gr.  E  and  D.  M'A  ,  the  organic  stricture  is  accompanied 

by  spasm. 

CASE  XL  (11) — Cicatricial  stricture  of  the  gullet,  including  ivlwlc 
length  of  the  canal,  and  at  first  accompanied  by  spasm ;  cure  by  use 
of  bougies. — G.  E  ,  aged  thirty-one,  was  first  seen  by  me  in 
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September  1889,  and  since  then  he  has  been  coming  to  the  ward 
regularly  to  have  a  bougie  passed.    The  history  of  the  case  is 
very  simple  and  short.    About  two  months  previous  to  admis- 
sion, that  is  to  say,  in  the  middle  of  July  1889,  he  swallowed, 
by  mistake  for  cream,  a  tablespoonful  of  a  mixture  of  caustic 
soda  and  lime  used  for  cleaning  brass.     Immediately  after 
swallowing  this,  he  was  seized  with  severe  pam  in  the  mouth, 
throat,  and  stomach,  and  at  once  vomited  the  contents  of  the 
stomach.    For  the  first  fortnight  he  suffered  from  the  ordinary 
symptoms  of  acute  inflammation  of  the  oesophagus  and  mouth, 
namely,  painful  dysphagia,  dyspnoea,  and  expectoration  of  blood- 
stained mucus  and  shreds  of  mucous  membrane.    When  admitted 
to  hospital,  the  pain  was  relieved  somewhat,  although  still 
occasionally  present  in  a  paroxysmal  form.    At  this  time  it  was 
found  almost  impossible  to  pass  a  bougie,  partly  on  account  of 
the  suffering  which  it  caused  the  patient,  and  partly  by  reason 
of  spasm  induced  by  the  presence  of  the  instrument.    For  some 
time  he  had  to  be  nourished  by  rectal  injections,  but  after  a 
fortnight's  rest  to  the  oesophagus  I  succeeded  in  introducing  a 
small-sized  bougie  (No.  6),  and  from  that  time  till  now,  March 
1892,  he  has  had  instruments  passed  at  regular  intervals,  and 
he  is  thereby  enabled  to  take  a  good  quantity  of  solid  and  fluid 
food ;  he  has  regained  his  normal  weight,  and  follows  his  occupa- 
tion.   In  this  case,  the  obstruction  includes  the  whole,  or  nearly 
the  whole,  length  of  the  gullet,  so  that  in  introducing  an  instru- 
ment no  localised  stricture  is  detected,  but  if  the  patient  fails  to 
have  a  bougie  introduced,  say,  for  a  month,  he  is  soon  reminded 
of  his  condition  by  finding  that  he  is  unable  to  swallow  solid 
food. 

In  another  case  the  stricture,  although  caused  in  much  the 
same  way,  is  very  limited  in  extent. 

Case  XII.  (12) — Cicatricial  stricture  limited  to  level  of  bifurca- 
tion of  the  trachea ;  easy  and  successful  treatment  by  bougies. — G. 

T  ,  aged  forty-nine,  was  admitted  into  the  Eoyal  Infirmary  on 

September  10th  1890.    Eight  months  previous  to  admission  he 


was 
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swallowed  a  small  quantity  of  caustic  soda  solution,  which 
vomited  nnmediately,  but  nevertheless  he  suffered  soon  after 
from  a  very  acute  attack  of  oesophagitis,  and  from  that  time  till 
admission,  dysphagia  steadily  increased,  so  that  he  could  only 

and  well-defined  stricture  could  be  made  out  at  the  level  of  the 
bifurcation  of  the  trachea.  The  treatment  resorted  to  was 
gradual  dilatation,  which  was  so  successful  that  by  the  end 
of  the  year  the  patient  only  required  an  instrument  passed  once 
a  month  m  order  to  enable  him  to  swallow  with  perfect  ease 
When  seen  in  March  1892,  the  patient  enjoyed  perfect  health' 
and  has  not  had  a  bougie  passed  for  three  months;  stricture' 
completely  disappeared. 

Case  XIII  (13)— Stenosis  extending  from  level  of  larynx  to  bifur- 
cation of  trachea.    Cure  by  gradual  dilatation.— D.  Mc  A  aged 

fifty-one.    He  was  admitted  to  the  ward  on  January  20th  1891, 
complaining  of  great  difficulty  in  swallowing,  of  seven  weeks' 
duration.    He  states  that  seven  weeks  previous  to  admission  he 
swallowed  by  mistake  for  whisky  a  burning  liquid  said  to  be 
vitriol.    Indeed  he  had  been  in  the  habit,  as  a  railway  porter, 
of  seeking  for  whisky  in  "returned  empties,"  and  on  that 
particular  occasion  he  failed  to  distinguish  the  nature  of  the 
contents  of  the  jar  until  it  had  burned  his  throat,  tongue, 
and  mouth  so  severely  that,  as  he  says,  "  a  skin  peeled  off 
those  parts."     Immediately  on  finding  out  his  mistake  he 
swallowed  a  large  quantity  of  cold  water,  which  was  at  once 
vomited,  and  he  describes  the  vomited  matter  as  being  very  acid 
in  taste  and  consisting  of  "  phlegm  and  a  skin."    Tor  a  fortnight 
after  the  accident  he  suffered  from  acute  inflammation  of  the  mouth 
and  oesophagus,  and  the  only  food  he  took  was  milk  and  soda- 
water.    On  admission  he  was  able  to  take  semolina  and  milk, 
but  was  quite  unable  to  swallow  any  solid  food.    On  passing  a 
bougie  a  long  narrow  stricture  was  found,  extending  from  the 
level  of  the  cricoid  cartilage  to  the  bifurcation  of  the  trachea. 
The  introduction  even  of  a  small  instrument  was  attended  with 
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.reat  pain  and  spasm.    The  patient  was  therefore  fed  exclusively 
L-  rectum  for  ten  days,  no  food  being  given  by  the  mouth,  and 
no  instruments  were  introduced  during  that  time.    After  rest 
for  these  ten  days  a  successful  attempt  was  made  to  pass  a  No. 
8  bougie,  and  two  days  thereafter  a  No.  9  was  easily  introduced, 
and  so  on  ;  every  second  day  a  larger  size  was  passed  until  a  No. 
17  was  got  through  the  stenosis.    By  this  time  the  patient  was 
able  to  take  solid  food  with  freedom,  and  was  soon  after  dismissed, 
but  he  continued  coming  to  the  hospital  once  a  week  to  have  a 
bougie  introduced.    Gradually  the  intervals  between  the  passage 
of  bougies  was  increased,  till  now  (March  1892)  he  only  requires 
to  have  an  instrument  passed  once  in  six  weeks. 

The  diagnosis  of  organic  stricture  is  usually  easy.    In  this 
disease  the  points  to  be  considered  are  similar  to  those  mentioned 
in  discussing  the  diagnosis  of  cancer  of  the  gullet.    The  history 
of  injury,  foUowed  immediately  by  painful  deglutition,  which 
after  a  few  days  or  weeks  passes  off,  and  is,  at  a  more  remote  date, 
followed  by  a  steadily  increasing  dysphagia,  unassociated  with 
pain,  hemorrhage,  or  enlargement  of  lymphatic  glands,  points  to 
organic  stricture.    In  many  cases,  however,  a  clear  history  cannot 
be  made  out.    The  patient  may  have  injured  himself  while  under 
the  influence  of  alcohol,  during  an  attack  of  insanity,  or  for 
suicidal  purposes,  under  which  circumstances  no  definite  history 
can  be  got,  or  the  injury  may  have  been  received  so  long  before  as 
to  have  passed  from  the  memory  of  the  patient.    Again,  it  must 
not  be  forgotten  that  injury  may  lead  to  carcinoma,  as  well  as  to 
cicatricial  stricture,  but  as  a  rule  it  is  protracted  irritation — for 
example,  the  repeated  swallowing  of  strong  alcohol — that  brings 
on  malignant  disease,  whilst  transitory  and  severe  irritation 
produces  a  cicatricial  stenosis.    The  absence  of  pain,  of  haemorr- 
hage, and  of  enlargement  of  the  lymphatic  glands  are,  as  a  rule, 
most  important  indications  that  the  stricture  is  traumatic  rather 
than  malignant.    But  while  this  is  so  we  not  unfrequently 
meet  with  cases  of  carcinoma  where,  during  almost  the  entire 
course  of  the  case,  not  one  of  those  symptoms  is  present.  The 
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history  of  the  case,  the  age  of  the  patient,  the  character  of  the 
dysphagia  and  of  the  discharges,  usually  lead  to  a  cor.ec 
diagnosis. 

Tertiary  syphilitic  disease  may  cause  dysphagia  either  by  the 
formation  o  a  gumma  or  by  the  contraction  of  an  old  cicatrix 

CASE  XIV.  {U)-Syphilitic  stenosis  of  gullet  developed  over 
twenty-mne  years  after  primary  disease  (ehanere).    Cure  hy  specific 
treatment-Two  years  ago  (1890)  a  gentleman  came  from  New 
Zealand  to  consult  me  regarding  a  marked  difficulty  he  had  in 
swallowing,  and  on  inquiry  I  found  that  the  dysphagia  had  de- 
veloped slowly  and  steadily  during  the  previous  five  months  and 
was  unassociated  with  pain  except  in  swallowing.    There  had  not 
been  any  hemorrhage,  and  until  recently  he  had  been  able  to 
swallow  semi-solid  food.    On  examination  I  found  a  swelling 
behind  the  larynx,  which  pushed  that  structure  forwards  and  to  the 
left  side,  but  did  not  interfere  much  with  respiration  or  phona- 
tion.  On  passing  a  round  No.  10  bougie,  a  distinct  obstruction  was 
found  behind  the  larynx,  but  the  growth  seemed  to  me  to  occupy 
the  posterior  wall  of  the  gullet  only.    This  circumstance  made 
me  inquire  more  carefully  into  the  history  of  the  patient,  who 
informed  me  that  he  married  immediately  before  leaving  this 
country  twenty-five  years  ago,  that  he  had  a  large  family,  and  that 
he  had  always  enjoyed  perfect  health.    After  much  difficulty  I 
succeeded  in  collecting  facts  which  proved  to  me  beyond  doubt 
that  four  years  before  emigrating  he  suffered  from  a  hard 
chancre,  but  after  the  first  eighteen  months  he  suffered  from  no 
constitutional  symptoms  until  the  growth  in  the  oesophagus 
formed,  which  I  diagnosed  to  be  a  gumma.     The  patient 
was  placed  upon  mercury  and  iodide  of  potassium,  and  within 
six  weeks  the  growth  disappeared.    This  is  the  only  case  of 
syphilitic  disease  of  the  oesophagus  I  have  seen. 

Spasmodic  Steictuee. — Only  a  few  words  require  to  be  said  re- 
garding Spasmodic  Stricture  of  the  gullet.  This  disease  is  neither 
so  serious  nor  so  common  as  the  lesions  we  have  been  considering 
up  to  the  present  time.    I  have  not  seen  a  pure  and  simple  case  of 
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spasmodic  stricture  of  the  oesophagus  during  the  year  1891, 
but  I  have  observed  two  cases  in  which  cicatricial  constriction 
was  associated  with  contraction  of  the  muscular  structures. 
And  here  I  may  observe  that  I  question  very  much  the 
existence  of  spasm  of  the  fibres  of  the  muscular  coat  in  an 
otherwise  healthy  oesophagus.  In  the  examples  of  this  disease 
which  I  have  had  the  opportunity  of  observing,  the  lesion 
seemed  to  me  to  be  very  similar  in  its  pathology  to  spasmodic 
stricture  of  the  urethra;  that  is  to  say,  the  spasm  was  partly 
induced  by  undue  local  irritability,  and  partly  by  the  tempera- 
ment of  the  individual. 

Case  XV.  (15)— Spasmodic  stricture  of  the  oesophagus,  variable  in 
degree,  usually  occurring  at  the  end  of  a  meal,  and  due  to  a  Utile 
inflamed  area;  cure.— -In  February  1890,  a  very  instructive  and 
interesting  case  came  under  my  notice.    A  man  about  twenty 
years  of  age  consulted  me,  and  stated  that  six  weeks  previously, 
while  dining  with  a  friend,  a  spoonful  of  soup  which  he  had 
swallowed  was  suddenly  and  forcibly  ejected  from  his  throat ; 
on  again  trying  to  swallow,  he  found  it  impossible  to  take  either 
fluid  or  solid  food,  but  in  the  course  of  the  evening  he  was  able 
to  enjoy  a  good  meal,  without  any  difficulty  in  swallowing. 
From  that  time  till  I  saw  him  he  complained  of  more  or  less 
dysphagia  every  day.    On  some  occasions  it  was  slight  and 
could  be  easily  overcome,  while  on  others  he  experienced  a 
complete  inability  to  take  any  kind  of  food,  or  when  he  did 
succeed  in  forcing  diet  into  the  oesophagus,  the  bolus  was 
immediately  expelled  with  considerable  force.    He  found  that 
when  he  took  food  in  company  with  others  that  he  was  more 
likely  to  suffer  from  dysphagia  than  when  he  took  his  meals 
alone.    These  attacks  as  a  rule  came  on  towards  the  end  of  a 
meal.    When  I  saw  him  for  the  first  time  he  was  much  excited, 
so  that  it  was  with  the  greatest  difficulty  I  made  a  satisfactory 
examination.    On  passing  a  large  and  firm  bougie,  I  found  it 
could  be  easily  introduced  into  the  oesophagus ;  but  when  it 
reached  a  point  ten  inches  and  a  half  from  the  teeth  it  met 
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with  a  very  marked  obstruction,  which,  however,  was  overcome 
by  steady  and  continued  pressure.    At  a  subsequent  visit  I 
introduced  a  small-sized  gum  elastic  instrument.    It  detected 
an  obstruction  at  the  same  point,  but  immediately  the  bougie 
was  ejected  and  thrown  into  a  coil  in  the  pharynx.    I  then 
passed  a  larger  and  firmer  bougie,  and  as  soon  as  it  reached  the 
obstruction  I  released  my  hold,  when  the  oesophagus  forcibly 
and  quickly  contracted  so  as  to  throw  the  instrument  out  of 
the  patient's  mouth.    The  man  was  then  placed  under  chloro- 
form, and  an  examination  was  made  with  the  electric  oesopha- 
goscope,  when  I  found  at  a  point  corresponding  to  the  site  of 
obstruction  an  inflamed  area  about  an  inch  in  length,  but  free 
from  ulceration.    I  kept  the  patient  in  bed,  and  directed  that 
he  should  have  only  barley  water,  milk,  and  soup  by  the  mouth, 
supplemented  by  nutrient  enemata.    Within  three  weeks  he 
could  swallow  without  any  attack  of  dysphagia;  on  the  twenty- 
ninth  day  after  the  treatment  was  commenced,  I  could  pass  a 
full-sized  bougie  without  finding  any  obstruction,  and  since  then 
the  patient  has  enjoyed  perfect  health. 

Spasmodic  stricture  is  not  frequently  observed  in  men ;  as  a 
rule  it  occurs  more  commonly  in  the  female.  This  disease  is 
frequently  met  with  in  young  women  between  the  ages  of 
twenty  and  thirty ;  but  it  may  be  seen  in  persons  under  these 
ages  and  also  later  in  life.  It  is  said  to  be  associated  with  nervous 
affections,  such  as  epilepsy,  chorea,  hysteria,  or  with  dyspepsia, 
intestinal  worms,  tetanus,  hydrophobia,  and  sexual  hypochon- 
driasis, or  it  may  be  induced  by  uterine  and  ovarian  disease,  or 
associated  with  gout  and  rheumatism.  Therefore  observe  that 
it  is  not  only  necessary  to  consider  the  symptoms  of  local 
disease,  but  it  is  also  imperative  to  inquire  into  the  general 
health  of  the  individual,  and  determine  whether  the  patient  is 
the  subject  of  any  other  affection  likely  to  induce,  either  directly 
or  indirectly,  spasm  of  the  gullet. 

The  statements  of  patients  suffering  from  this  disease  must 
be  received  with  caution,  as  they  almost  always  greatly  exag- 
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.erate  their  suffering;  and  although  they  inform  you  that  they 
have  been  unable  to  swallow  any  food  for  days  or  weeks,  they 
almost  invariably  are  well  nourished,  presenting,  there  ore,  a 
very  different  appearance  from  those  who  are  affected  with 
organic  or  malignant  stricture.     While  by  themselves,  such 
patients  usually  succeed  in  taking  a  good  meal,  but  if  watched, 
or  even  in  the  presence  of  others,  they  fail  to  swallow  food. 
From  what  has  been  already  said  one  can  have  little  difficulty  m 
distinguishing   this   disease   from  those   previously  brought 
under  notice.    The  symptoms  occur  in  excitable  subjects,  the 
dysphagia  conies  on  in  paroxysms  usually  in  the  middle  or 
towards  the  end  of  a  meal.    Food  is  regurgitated  with  force 
immediately  after  swallowing,  the  point  of  obstruction  varies 
from  time  to  time,  and  when  a  bougie  is  passed  and  steady 
pressure  exerted  the  stricture  is  overcome,  or  the  instrument,  if 
relieved,  is  forcibly  ejected ;  there  is  no  emaciation  or  cachexia ; 
pain  is  not  complained  of  as  a  rule,  unless  when  a  bougie  is 
being  passed,  nor  is   there  any  enlargement  of  lymphatic 
glands. 

Having  considered  the  various  diseases,  and  the  methods  of 
distinguishing  the  one  from  the  other,  I  may  now  discuss  the 
general  question  of  prognosis  in  cases  of  stricture  of  the  oeso- 
phagus.   The  prognosis  in  cases  of  carcinoma  depends  upon  the 
nature  and  situation  of  the  disease.    If  no  operation  be  per- 
formed for  the  relief  of  the  patient,  then  the  great  probability  is 
that  he  will  die  from  starvation,  sooner  or  later  according  to  the 
situation  of  the  primary  disease.    When  the  tumour  originates 
in  the  upper  part  of  the  gullet,  complete  dysphagia  may  develop 
within  a  few  weeks  of  the  onset  of  the  first  symptoms,  and  the 
patient  may  succumb  after  only  perhaps  two  months'  illness. 
On  the  other  hand,  carcinomatous  disease  of  the  lower  end  of 
the  gullet  may  run  a  very  slow  course,  so  that  the  patient  may 
live  for  many  months.    Again,  cases  of  scirrhus  are  as  a  rule 
more  chronic  than  those  of  epithelioma  or  soft  cancer;  and, 
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indeed,  the  progress  of  the  first-mentioned  variety  of  eaneer  is 
far  from  rapid.    In  some  instances-as,  for  example,  in  Case  8- 
considerable  improvement  may  take  place  as  a  result  of  rest  to 
the  parts  after  gastrostomy,  the  rest  permitting  inflammation 
and  spasm  to  subside,  or,  as  in  Case  5,  the  power  of  swaUowing 
may  improve  as  a  consequence  of  ulceration  and  sloughing  of 
the  tumour.     When  the  latter  condition  is  developed  new 
dangers  present  themselves,  namely,  rupture  of  the  oesophagus 
into  the  surrounding  parts.    Cases  have  been  recorded  where 
communications  have  been  established  between  the  gullet  and 
posterior  mediastinum  or  peri-oesophageal  adipose  tissue  in 
the  neck,  where  inflammation  of  a  more  or  less  serious  character 
has  resulted  therefrom.    But  in  the  great  majority  of  instances, 
on  account  of  the  chronic  local  irritation,  adhesions  form,  which 
unite  the  gullet  to  the  neighbouring  organs.    For  example,  in 
the  cavity  of  the  thorax  the  oesophagus  may  become  bound  to 
pericardium,  pleura,  air  passages,  or  to  the  great  blood-vessels, 
into  any  of  which  structures  rupture  may  take  place.    I  have' 
already  mentioned  an  instance  (Case  5)  where  rupture  occurred 
into  the  aorta,  and  resulted  in  fatal  haemorrhage,  and  death  may 
be  caused  by  a  communication  being  established  between  the 
oesophagus  and  the  air  passages.    In  a  specimen  I  have,  the 
epithelioma  occupies  the  oesophagus  at  the  level  of  the  bifurca- 
tion of  the  trachea,  and  led  to  acute  inflammatory  changes  in 
the  lungs,  the  apices  of  which  were  softened  and  completely 
destroyed,  while  the  pleurae  were  adherent.    A  second  case  is 
very  similar.    The  tumour  occupies  the  same  position.  The 
oesophagus  is  completely  destroyed  by  gangrene  for  a  distance  of 
about  two  inches,  and  the  left  lung  was,  at  the  post-mortem 
examination,  found  to  be  also  gangrenous.     A  third  case  is 
one  of  special  interest,  as  the  first  stage  of  gastrostomy  was 
performed  just  previous  to  the  occurrence  of  rupture. 

Case  XVI.  (16). — Epithelioma  of  the  gullet  at  level  of  bifurca- 
tion of  trachea  ;  gastrostomy  followed  by  perforation  of  trachea  by 
tumour ;  bronchitis,  and  death  from  collapse. — The  patient,  H. 
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p  t  aged  sixty-six,  a  warper,  was  admitted  into  the  Glasgow 

Koyal'  Infirmary,  on  May  18th  1888.     He  stated  that  about 
six  months  before  admission  he  became  affected  by  a  cough, 
which  was  spasmodic  and  very  irritating,  but  not  associated  with 
much  expectoration.    Up  till  the  time  of  admission  this  cough 
had  been  present  without  cessation,  and  during  the  last  three 
months  the  patient  has  had  considerable  difficulty  in  swallowing. 
This  dysphagia  has  daily  increased.    At  first  he  experienced 
difficulty  in  swallowing  solids,  and  afterwards  in  swallowing 
semi-fluid  food,  but  now  even  simple  fluids,  such  as  milk  or 
soup,  pass  into  the  stomach  with  difficulty.    The  patient  has 
always  enjoyed  good  health,  has  not  suffered  from  specific 
disease,  nor  does  he  know  of  having  sustained  any  injury  to  the 
gullet.    On  passing  a  bougie  into  the  oesophagus  an  almost  com- 
plete obstruction  was  discovered  fourteen  inches  from  the  teeth. 
On  account  of  the  situation  of  the  stricture,  namely,  opposite  the 
bifurcation  of  the  trachea,  it  was  considered  advisable  to  make 
a  critical  examination  of  the  chest,  in  order  to  discover  whether 
or  not  the  obstruction  might  possibly  be  due  to  the  pressure  of 
an  aneurism.    I  asked  my  colleague,  Dr  Gemmell,  to  make  a 
physical  examination,  and  he  assured  me  there  was  no  positive 
evidence  of  aneurism.    I  then  endeavoured  to  pass  a  small-sized 
bougie,  and  after  some  difficulty  succeeded  in  pushing  a  No.  8 
through  the  stricture.    On  June  13th,  the  difficulty  in  swallow- 
ing had  so  increased,  that  it  was  evident  that  unless  a  radical 
operation  were  performed  the  patient  would  speedily  succumb. 
After  a  consultation  with  my  colleagues,  it  was  agreed  that 
gastrostomy  should  be  performed  immediately.     I  therefore 
operated  in  the  same  manner  as  in  the  foregoing  cases,  and 
nourished  the  patient  by  nutrient  enemata  and  suppositories. 
After  the  operation  the  patient  was  able  to  swallow  small 
quantities  of  milk  without  much  difficulty.    During  the  first 
twenty-four  hours  he  seemed  to  gain  strength,  but  on  the  second 
evening  it  was  noticed  that  when  he  swallowed  milk  or  other 

fluids  they  immediately  caused  an  attack  of  coughing,  during 
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which  the  food  was  expectorated.     This  change  suggested 
rupture  into  the  trachea,  and  prevented  the  administration  of 
food  by  the  mouth.     On  the  third  day  after  the  operation 
symptoms  of  acute  bronchitis  developed,  and  the  patient  was  so 
weak  that  little  hope  was  entertained  of  his  recovery,  and  on 
the  fourth  day  he  died  from  collapse,  associated  with  con- 
siderable difficulty  in  breathing.    At  the  post-mortem  examina- 
tion an  epithelioma  of  the  oesophagus  was  found  at  the  level  of 
the  bifurcation  of  the  trachea.    The  surface  of  the  growth  was 
slightly  irregular,  and  its  lower  and  upper  margins  overlapped 
the  healthy  mucous  membrane.     The  oesophagus  was  firmly 
adherent  to  the  aorta,  to  the  trachea,  and  to  the  bronchial 
tubes,  and  there  was  a  rupture  large  enough  to  admit  the  little 
finger  between  the  gullet  and  the  left  bronchus.    The  perfora- 
tion was   evidently  of  very  recent  origin,  its  edges  being 
soft,  irregular,  and  sloughing.    No  secondary  formations  were 
discovered. 

A  specimen  was  placed  in  the  Museum  of  the  Eoyal  Infirmary 
by  my  predecessor,  the  late  Dr  David  Foulis.    It  is  one  of 
epithelioma  of  the  oesophagus  ulcerating  into  the  right  pleura. 
The  preparation  shows  the  lower  part  of  the  oesophagus,  the 
cardiac  orifice  of  the  stomach,  and  a  portion  of  the  liver.  The 
lower  part  of  the  oesophagus  is  occupied  by  a  tumour  which 
involves  the  entire  circumference  of  the  tube,  and  presents  an 
extremely  irregular  and  somewhat  warty  surface.    The  tumour 
occupies  about  three  inches  and  a  half  of  the  length  of  the 
oesophagus,  its  lower  margin  being  about  two  inches  above  the 
cardiac  orifice.    But  just  beneath  the  lower  termination  of  this 
main  tumour  there  is  an  isolated  globular  mass  (seen  in  section) 
which  projects  into  the  tube,  and  is  attached  by  a  comparatively 
narrow  base.    Towards  the  right  side,  the  surface  of  the  chief 
tumour  presents  ulceration,  and  here  a  direct  communication 
exists  with  the  right  pleura.    In  the  specimen,  a  portion  of  the 
pleura  is  preserved,  and  the  aperture  is  shown,  the  pleura  being 
held  on  the  stretch  by  a  piece  of  whalebone.    On  examining 
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this  pleura,  before  any  of  the  contents  of  the  chest  had  been 
disturbed,  it  was  found  to  contain  a  grumous  fluid  with  the  sour 
odour  of  the  contents  of  the  stomach,  while  the  surface  of  the 
membrane  was  coated  with  soft  fibrine.    The  tumour  in  the 
oesophagus  presented  the  structure  of  epithelioma,  and  the  same 
form  of  disease  was  found  in  numerous  lymphatic  glands.  The 
liver  and  the  kidney  also  contained  a  few  secondary  formations. 
The  history  of  the  case,  which  was  treated  by  Dr  Perry,  shows  that 
symptoms  of  difficulty  of  swallowing  and  pain  began  about  five 
months  before  death.    A  violent  pain  attacked  the  right  side  of 
the  chest  two  days  before  death,  and  auscultation  detected  the 
usual  signs  of  pleurisy. 

These  cases  illustrate  sufficiently  the  mode  of  death  otherwise 
than  by  starvation.    I  have,  however,  collected  the  statistics  of 
566  cases  of  carcinoma  of  the  oesophagus,  with  the  following 
result  respecting  the  cause  of  death : — 

Collapse  and  exhaustion,        ...  390 
Inflammation  of  lungs,  including  gangrene,  91 
Pleurisy,        .       .       .       .       .       .  53 

Peritonitis,     .       .       .       .       .       .  17 

Perforation  into  heart  or  blood-vessels,   .  15 

566 

The  prognosis  in  benign  tumours  of  the  gullet  depends  upon 
the  position,  size,  and  rapidity  of  growth  of  the  neoplasm,  and 
whether  or  not  it  can  be  removed  by  operation.  When  situated 
high  up  it  may  be  cut  off  or  ligatured,  or  if  pedunculated  and 
soft,  the  parasol-probang  may  dislodge  it.  But  should  the 
tumour  be  situated  so  as  not  to  be  capable  of  removal,  then,  in 
expressing  his  views  as  to  the  prospects  of  the  patient,  the 
surgeon  must  consider  the  situation  of  the  growth,  and  whether 
or  not  it  is  likely  to  interfere  with  other  functions  than  those  of 
swallowing.  When  the  growth  is  slow,  compensatory  dilata- 
tion of  the  oesophagus  usually  occurs. 

The  prognosis  in  cicatricial  stricture  of  the  oesophagus  depends 
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upon  the  extent  of  the  stenosis,  and  the  period  at  which  the  patient 
is  seen.    Unfortunately,  the  tendency  is  for  patients  to  delay  seek- 
ing advice  till  the  gullet  is  almost  completely  closed,  and  then  not 
infrequently  the  obstruction  is  so  great  that  it  is  almost  impossible 
to  dilate  with  bougies.    The  most  difficult  cases  to  deal  with  are 
those  of  intended  suicides  who  have  swallowed  strong  mineral 
acids.    In  such  instances,  the  patients  delay  asking  advice  till 
the  very  last,  and  usually  the  injury  is  very  extensive,  and  the 
stenosis  intractable.    When  the  poison  is  taken  by  accident,  the 
quantity  swallowed  is  usually  much  smaller,  and  the  stenosis  more 
limited.    Before  forming  an  opinion  regarding  the  ultimate  result, 
investigation  should  be  made  as  to  whether  there  is  more  than 
one  stricture,  and  if  there  are  more  than  one,  the  situation  of  each 
must  be  ascertained.    When  a  bougie,  even  a  small  one,  can  be 
passed,  the  chances  of  ultimately  dilating  the  stricture  are 
considerable,  but  if  no  instrument  can  be  got  through,  the 
danger  to  life  is  very  great.    When  it  is  ascertained  that  the 
organic  stricture  is  incurable,  then  resource  must  be  had  to 
gastrostomy.    It  is  in  these  cases  that  this  operation  is  most 
successful,  if  performed  sufficiently  early.    Cicatricial  stricture 
may  exist  for  many  years  before  the  patient  succumbs  to 
inanition.    The  narrowing  of  the  gullet  may  take  place  slowly, 
and  in  order  to  overcome  the  greater  difficulty  in  swallowing,  a 
gradual  hypertrophy  of  the  muscular  fibres  occurs  above  the 
constricted  point.    Therefore,  the  muscular  force  being  increased, 
the  patient  may  succeed  in  taking  nutriment  through  a  very 
small  passage. 
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Treatment ;  Gradual  Dilatation,  Food  and  Feeding  Tubes,  Forcible  Dila- 
tation, Tents,  Electrolysis,  Internal  and  External  GEsophagotomy. 

The  treatment  of  stricture  of  the  oesophagus  must  rest  upon  an 
exact  appreciation  of  the  pathology  of  the  lesion  we  have  to  deal 
with.  When  the  obstruction  arises  from  the  contraction  of  a 
cicatrix,  or  from  spasm  of  the  muscular  fibres,  or  from  a  combina- 
tion of  these  causes,  then  we  are  justified  in  attempting  dilatation. 
This  may  be  done  in  five  different  ways— (1)  by  gradual 
dilatation,  (2)  by  forcible  dilatation,  (3)  by  the  action  of  tents, 
(4)  by  electrolysis,  and  (5)  by  internal  oesophagotomy.  The 
object  the  surgeon  has  in  view  is  to  dilate  the  stricture,  and 
to  maintain  the  lumen  of  the  gullet.  It  is  only  in  so  far  as 
he  succeeds  in  doing  this  that  his  treatment  can  be  recom- 
mended. 

I  shall  now  discuss  the  relative  value  of  the  various  methods  I 
have  just  mentioned, and  in  so  doing  we  must  consider  the  rationale 
of  the  treatment.  When  a  cicatricial  stenosis  exists  we  have  a 
double  object  in  view,  first  to  dilate  the  stricture,  and  second  to 
promote  absorption  of  the  inflammatory  tissue.  The  passage  of 
bougies  does  both  when  properly  used. 

I  may  answer  the  questions,  What  is  dilatation,  and  how 
should  it  be  employed?  It  is  a  mechanical  process  of  stretching 
the  ring  of  organised  inflammatory  connective  tissue  which 
surrounds  the  oesophagus,  and  which  occasions  the  stenosis, 
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and  also  a  means  of  promoting  absorption  of  the  newly  formed 
tissue. 

Take  for  example  a  case,  one  in  which  the  history  points  to 
injury  and  subsequent  constriction  of  the  gullet.  The  patient  has 
considerable  difficulty  in  swallowing,  as  for  example  in  Case  13 
We  begin  by  passing  a  large-sized  bougie,  and  gradually  go  down 
the  scale  until  we  succeed  in  getting  an  instrument  through  then 
retain  it  for  five,  ten,  or  fifteen  minutes,  according  as  the  patient 
can  allow.  We  tell  him  to  return  in  three  days.   Suppose  on  the 
first  occasion  we  succeed  in  passing  a  No.  6,  then  on  the  second 
visit  we  begin  with  a  No.  5,  and  follow  with  a  No.  6,  7,  and  8  if 
possible.  We  simply  introduce  the  smaller  sizes,  but  retain  for  as 
long  a  time  as  possible  the  largest  bougie  passed.    Then  on  the 
third  visit  we  begin  with  an  instrument  a  size  smaller  than  the 
largest  one  passed  at  the  second  visit,  and  so  on  until  a  No.  15 
or  No.  16  can  be  introduced  with  ease.    In  some  instances,  as 
in  Cases  11  and  13,  the  pain  and  spasm  induced  by  the  presence 
of  a  bougie  are  so  great  that  the  treatment  requires  to  be  discon- 
tinued,  and   the  oesophagus  allowed  perfect  rest  by  giving 
nourishment  entirely  by  the  rectum.    During  the  early  attempts 
the  passage  of  an  instrument  almost  always  excites  coughing, 
and  stimulates  the  secretion  of  mucus  and  saliva,  so  that  the 
patient   experiences  considerable  difficulty  in  retaining  the 
instrument.    But  if  the  bougie  be  well  softened  in  warm  water 
and  the  patient  instructed  to  throw  the  head  forwards  without 
bending  the  neck,  the  secretions  will  flow  from  the  mouth.  After  a 
time  he  becomes  accustomed  to  the  use  of  instruments,  and  can 
retain  them  for  a  considerable  time.  To  begin  with,  the  operation 
should  be  repeated  every  third  day,  and  gradually  as  the  lumen 
of  the  gullet  becomes  increased  the  interval  may  be  prolonged. 
It  must  be  remembered  that  the  introduction  of  an  instrument  of 
any  kind  is  a  source  of  irritation,  and,  especially  if  too  large  a 
bougie  be  forced  through,  it  is  apt  to  cause  inflammation  of  the 
stricture  and  spasm.    Now  this  is  exactly  what  we  must  avoid 
— no  force  is  to  be  used,  there  is  no  hurry.    Every  case  must  1  le 
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treated  according  to  its  individual  circumstances.     In  some 
rapid  progress  maybe  made;  in  others  we  must  be  content  with 
but  slight  improvement  from  time  to  time.    Indeed,  sometimes 
the  same  size  of  instrument  may  be  required  from  one  day  to 
another.    The  question  may  be  asked,  How  are  we  to  be  guided 
with  regard  to  the  size  and  kind  of  bougie  to  employ  ?    If  after  an 
instrument  has  been  passed  with  gentle  pressure  it  is  grasped  more 
tightly  for  some  minutes,  and  to  withdraw  it  is  painful  to  the 
patient,  then  clo  not  attempt  any  more  that  day,  because  it  is 
evident  that  the  bougie  is  exciting  irritation  and  inducing  spasm 
of  the  muscular  fibres.    To  pass  a  larger  size  would  only  do 
harm.    Then  as  to  the  kind  of  instrument.    Those  which  I  find 
most  useful  are  gum  elastic  bougies  of  uniform  size  from  end  to 
end,  and  oval  on  section.    Tapered  instruments  should  never  be 
used,  as  by  their  employment  the  operator  cannot  judge  the 
amount  of  force  he  is  employing.    The  same  argument  holds 
good  against  railway  or  oversliding  bougies.    I  have  discussed 
the  subject  of  gradual  dilatation  at  length,  for  I  consider  it  to  be 
the  safest  and  easiest  method;  the  one  which  should  be  first 
used,  and  persevered  in  until  we  either  penetrate  the  stricture, 
or  are  convinced  that  it  is  impermeable,    Force  must  never  be 
used  in  the  introduction  of  an  instrument  through  the  stenosis. 
Force  in  the  treatment  of  this  evil,  as  in  that  of  many  others,  is 
no  remedy.    It  is  very  difficult  for  me  to  say  how  much  pressure 
to  employ,  but  it  can  be  easily  understood,  that  the  oeso- 
phagus may  be  of  normal  size  right  up  to  the  opening  in  the 
stricture,  and  that  the  real  difficulty  is  in  finding  the  orifice. 
The  more  difficult  this  is  the  less  should  we  desire  to  use  force ; 
for  instead  of  penetrating  the  stricture,  the  probability  is  that 
we  will  cause  the  point  of  the  instrument  to  perforate  the  wall 
of  the  gullet.    It  requires  not  force,  but  care  and  patience,  to 
insinuate  the  bougie  through  the  small  orifice,  and  this  can  only 
be  done  by  systematic  use  of  the  instrument,  and  not  by  groping 
at  hazard  on  the  chance  of  entering  the  tiny  opening. 

It  is  now  my  purpose  to  discuss  the  treatment  which  should  be 
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adopted  in  individual  cases,  and  I  presume  that  those  described 
m  these  pages  afford  sufficient  material  for  consideration.  Some 
of  these  permitted  of  only  palliative  treatment  being  employed 
whde  m  other  instances  an  operation  was  deemed  justifiable  ' 
Let  us  now  consider  in  detail  the  treatment  employed  in  these 
seven  cases  of  malignant  disease.    In  three  cases  (5,  9,  and  10) 
palliative  treatment  only  was  employed,  while  in  cases  3,  4  6 
and  8,  gastrostomy  was  performed.    Whatever  may  be  done' in 
such  cases,  two  objects  are  constantly  held  in  view :  to  give  the 
patient  nourishment  in  the  most  convenient  way,  and  to  aUeviate 
pain.    Local  treatment  is  of  no  avail,  unless  in  a  few  exceptional 
cases. 

During  the  early  stages  of  stricture,  that  is  to  say,  at  a 
period  when  the  patient  is  able  to  take  a  reasonable  amount  of 
food,  the  diet  should  be  highly  nutritive,  and  in  no  way  irritating. 
The  staple  articles  of  diet  must  be  soup,  milk,  eggs,  pounded 
meat,  and  farinaceous  food.    I  may  now  say  a  word  or  two  as  to 
how  these  should  be  prepared.    Beef -tea,  so-called,  and  extracts 
of  meat  are  not  so  nutritious  as  is  generally  believed.    At  the 
Eoyal  Infirmary  we  have  a  preparation  called  "  composite  soup." 
It  is  prepared  by  stewing  at  a  temperature  of  200°      for  six 
hours,  two  pounds  of  hough  meat,1  one  chicken,  and  a  knuckle 
of  veal,  in  two  quarts  of  water  without  salt.    When  allowed  to 
stand  in  a  cold  place  for  six  hours,  the  fat  rises  to  the  surface, 
and  forms  a  hard  cake,  while  the  soup  forms  a  jelly.    The  fat,  if 
desired,  may  be  removed,  and  the  jelly  may  be  given  either  cold, 
or  heated  and  taken  as  soup. 

In  regard  to  the  use  of  milk  and  eggs,  the  less  these  are  cooked 
the  more  easily  are  they  assimilated.  If  digestion  be  imperfect, 
these,  as  well  as  other  articles  of  diet,  may  be  artificially  digested 
before  they  are  given  to  the  patient.  Patients  suffering  from 
stricture  find  great  difficulty  in  swallowing  ordinary  bread,  as 
well  as  other  farinaceous  food.  When  loaf  bread  is  masticated,  it 
forms  a  pulpy  mass,  on  account  of  the  gluten  which  it  contains, 
1  The  joint  on  the  hind  leg  of  an  ox,  corresponding  to  the  ankle-joint  in  man. 
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and  for  this  reason,  any  one  who  has  difficulty  in  swallowing 
complains  first  of  inability  to  take  soft  bread.     But  if  the 
starch  be  freed  from  the  gluten  before  the  bread  is  made, 
as  is  done  in  the  manufacture  of  Indian  corn  flour,  the  saliva 
mixes  freely  with  the  starch  granules,  and  the  morsel,  instead  of 
forming  a  doughy  mass,  gradually,  as  it  were,  melts  away  in  the 
mouth,  and  is  easily  swallowed,  even  without  the  patient  taking 
fluid.    Indian  corn  flour,  baked  into  what  is  known  as  "  snow 
cake  "  is  easily  swallowed,  even  in  advanced  cases  of  stricture  of 
the  gullet    The  nurse  in  the  ward  prepared  these  very  carefully, 
and  some  patients  who  had  been  unable  to  swaUow  loaf  bread 
for  weeks  took  these  cakes  eagerly.1    As  long  as  the  patient 
can  swallow  easily  there  is  no  necessity  for  passing  bougies, 
unless,  of  course,  for  diagnostic  purposes.    When  the  stricture 
becomes  so  narrow  as  to  require  the  employment  of  the  feeding- 
tube,  the  time  has  certainly  arrived  to  consider  the  advisability 
of  performing  cesophagostomy  or  gastrostomy.    There  are,  how- 
ever, some  exceptional  cases  in  which  a  feeding-tube  may  be 
of  advantage,  namely,  those  in  which,  together  with  organic 
stricture,  the  guUet  is  narrowed  by  spasm  of  the  muscular  fibres 
immediately  on  the  introduction  of  any  substance  into  the 
passage.    In  these  cases,  the  administration  of  repeated  small 
doses  of  cocaine  before  meals  gives  considerable  relief.    But  if 
this  treatment  proves  inefficient,  the  patient  must  be  placed 
under  chloroform,  and  food  given  by  a  tube.     This  mode  of 
feeding  can  necessarily  only  be  continued  for  a  very  short  time, 
but  sometimes,  within  a  few  days,  the  tendency  to  spasm 
diminishes,  and  artificial  feeding  is  no  longer  required.  The 
use  of  the  tube  in  cases  where  a  fistula  has  formed  between  the 
oesophagus  and  trachea  is  of  very  doubtful  benefit.    In  such 
instances,  it  is  preferable  to  employ  rectal  alimentation,  with 
the  food  properly  digested  before  introduction. 

In  malignant  stricture,  the  situation  of  the  obstruction  having 

1  Ingredients  -.—Patent  corn  flour,  1  lb.  ;  pounded  white  sugar,  £  lb.  ;  white  of 
six  eggs  ;  flavour  to  taste. 
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been  determined  by  passing  a  bougie,  and  the  diagnosis  com- 
pleted, instruments  should  not  be  passed  for  the  purpose  of 
dilating.   As  soon  as  the  passage  of  fluid  food  becomes  difficult  a 
small,  soft,  flexible  tube  should  be  introduced  into  the  gullet  'if 
possible,  through  the  nose,  and  retained.    For  the  first  few  days 
the  patient  may  complain  of  discomfort,  but  very  soon  both  the 
oesophagus  and  the  stomach  come  to  tolerate  the  presence  of  the 
tube,  through  which  he  may  be  fed  regularly.    It  is,  however 
advisable  to  withdraw  the  tube  for  twelve  hours  every  third 
night,  that  is  to  say,  unless  there  is  considerable  difficulty 
experienced  in  introducing  it.     I  may  say,  further,  it  is 
not  necessary  that  the  tube  should  be  introduced  into  the 
stomach;  all  that  is  required  is  that  it  should  pass  beyond  the 
stricture. 

The  employment  of  a  feeding  tube  should  always  be  resorted  to 
before  any  operative  interference  is  contemplated.   Dr  Krishaber 
has  strongly  advocated  the  indefinite  retention  of  these  instru- 
ments, which,  he  says,  may  be  tolerated  by  the  patient  for  a  very 
considerable  period.    In  my  experience,  they  cannot  be  borne 
when  kept  in  continuously,  but,  if  removed  for  a  few  hours  at 
short  intervals,  they  may  be  of  great  service.    In  the  profession 
there  is  doubtless  a  strong  feeling  that  the  patient  runs  a 
considerable  risk  in  the  passing  of  tubes  for  malignant  stricture. 
It  is  true  that  hard  gum  elastic  tubes  or  bougies,  carelessly  or 
forcibly  used,  may  lead  to  very  serious  consequences,  but  if  soft 
instruments  are  employed,  and  the  surgeon  bears  in  mind  that  it 
is  his  duty  not  to  force  a  passage,  but  by  patient,  careful  and 
gentle  manipulation  to  guide  the  tube  through  the  stricture, 
then  little  is  to  be  feared. 

In  two  private  cases  of  malignant  stricture,  both  epithelio- 
mata,  I  have  employed  with  a  satisfactory  result  a  method 
first  proposed  by  Dr  James  Charters  Symonds  in  1885.1  When 
a  tube  is  passed  through  the  mouth  or  nares  it  is  liable  in  some 
instances  to  cause  pharyngeal  or  laryngeal  irritation,  and  give 
1  Clinical  Society's  Transactions,  vol.  xviii.,  p.  155. 
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the  patient  much  distress  from  his  being  required ^ 
expectorate  saliva  or  mucus  during  day  and  night,  but  by 
joying  the  following  method  these  difficult  are  to  som 
extent  obviated.    In  place  of  passing  a  long  tube  a  short  one  i 
substituted,  which  keeps  only  the  stricture  open,  and  does  not 
cause  general  irritation  of  the  canal.    The  idea  is  to  insert  a 
small  funnel-shaped  tube  into  the  stricture,  and  to  retain  it 
there  as  long  as  possible.    The  method  I  employed  was  to  pass  an 
ordinary  oesophageal  bougie  and  measure  the  lumenof  thestncture. 
This  being  determined,  I  had  a  soft  vulcanite  tube  made  of  a 
proper  size,  and  so  shaped  that  its  upper  end  could  be  fitted  on  to 
the  point  of  the  bougie.   The  funnel-shaped  tube  was  introduced 
through  the  stricture  on  the  point  of  the  bougie,  the  bougie  was 
then  withdrawn,  and  the  little  tube  was  left  in  the  stricture. 
■The  lower  extremity  of  the  small  tube  was  bulbed  slightly,  with 
the  object  of  fixing  it  in  position,  and  to  the  rim  of  the  upper  or 
expanded  end  a  number  of  silk  threads  were  attached;  these 
joined  together,  formed  a  cord,  which  was  brought  out  through  the 
mouth  and  fixed  to  the  right  ear  of  the  patient.    In  both  cases 
the  stricture  was  kept  open  for  a  considerable  time,  but  in  the 
end  it  was  found  impossible  to  introduce  those  little  tubes,  and 
as  no  bougies  could  be  passed,  and  neither  of  the  patients  would 
allow  gastrostomy  to  be  performed,  the  usual  result  of  cancer 
of  the  gullet  followed. 

Eupture  of  cicatricial  strictures  by  forcible  dilatation  is  a 
method  of  treatment  proposed  by  some  surgeons  who  have  been 
tempted  by  the  rapidity  and  facility  of  gaining  their  immediate 
purpose.  The  results  have  been  less  severe  than  might  be 
expected,  although  in  some  instances  serious  effects  have  followed. 
When  relief  is  afforded  it  is  immediate,  but  unless  bougies  be 
passed  at  regular  intervals  its  duration  is  brief.  The  reason  of 
this  is  very  evident.  No  sooner  has  the  cicatrix  been  ruptured 
than  it  begins  to  heal,  and  within  a  very  short  time  the  stenosis 
is  as  firm  as  before  the  operation  was  performed. 

A  method  I  used  in  treating  stenosis  of  the  larynx  is  also 
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applicable  to  stricture  of  the  oesophagus.*    When  it  is  found 
impracticable  to  relieve  the  cicatricial  stricture  by  gradual 
dilatation  with  bougies,  I  have  attempted  to  slowly  stretch  the 
constricted  part  by  inserting  a  tent  made  of  tupelo  wood  A 
bougie  which  can  be  easily  passed  through  the  stricture  is  taken 
and  divided  three  inches  from  its  point.     Between  the  two 
divided  parts  a  tupelo  wood  dilator-the  same  size  as  the  bougie 
and  two  inches  in  length— is  inserted,  and  firmly  fixed  on  a 
copper  wire.    On  the  upper  end  of  the  wood,  where  it  joins  the 
bougie,  a  bulb  is  made  of  celluloid;  so  that  we  have  an  instru- 
ment, the  first  three  inches  of  which  is  gum  elastic,  the  following- 
two  inches  tupelo  wood,  the  upper  end  of  which  is  covered  by  a 
small  ball  of  celluloid,  while  the  remaining  part  of  the  instru- 
ment is  an  ordinary  bougie.     The  patient  having  had  the 
pharynx  sprayed  with  cocaine,  and  swallowed  a  little  of  it,  the 
instrument  is  introduced  until  the  celluloid  bulb  rests  upon  the 
upper  margin  of  the  stricture.    The  expansion  of  the  tupelo 
wood  takes  place  by  absorption  of  fluid  through  its  transverse 
section  only.    On  this  account  the  increase  in  the  bulk  of  the 
tent  is  slow,  and  the  upper  end  being  embedded  in  celluloid  the 
dilator  ultimately  assumes  the  form  of  a  solid  cone,  and  thereby 
may  be  easily  extracted.    Three  hours  are  sufficient  time  for 
the  tent  to  expand  to  twice  its  original  bulk,  when  it  may  be 
withdrawn,  and  in  the  course  of  four  or  five  days  a  larger  size  of 
dilator  may  be  substituted,  and  so  on  until  the  oesophagus  is 
sufficiently  distended.     This  method  of  treatment  is  only 
applicable  to  cases  not  dilatable  by  bougies  in  the  ordinary 
way. 

In  two  cases  I  have  found  it  of  great  value.  These  two 
cases  were  previously  treated  by  electrolysis,  at  a  time  when 
this  mode  of  treatment  was  being  advocated  for  the  relief  of 
stricture  of  the  urethra,  with  the  hope  that  the  electrolytic 
action  might  gradually  produce  a  softening  of  the  cicatricial 
tissue.  The  idea  in  using  electricity  in  this  way  is  that  the 
1  Glasgow  Medical  Journal,  October  18S8. 
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current  produces  increased  activity  in  the  tissues,  and  causes 
a  rapid  change  towards  health;  but  the  precise  vital  or 
chemical  changes  produced  in  electrolysed  tissue  are  stiU 
imknown.  However,  to  give  the  method  a  trial,  I  extemporised 
an  oesophageal  electrode. 

The  way  to  employ  this  treatment  is  as  f ollows :— Ihe  nega- 
tive pole  of  the  battery  is  connected  with  the  oesophageal 
electrode,  whilst  the  positive  is  held  in  the  patient's  hand, 
and  in  order  that  the  exact  strength  of  the  current  may  be 
estimated  a  galvanometer  must  be  introduced  into  the  circuit. 
At  the  commencement  of  the  sitting  the  current  employed  may 
he  equal  to  five  milliamperes,  and  this  should  be  steadily 
increased  to  ten  milliamperes,  if  the  patient  does  not  complain 
of  pain.    Ten  minutes'  application  is  as  much  as  should  be 
employed  at  one  time,  and  it  may  be  repeated  every  fourth  or 
fifth  day.    Care  must  be  taken  that  the  current  be  not  reversed 
during  the  operation,  otherwise  considerable  pain  may  be 
occasioned,  or  even  bleeding  from  the  oesophagus.    During  the 
time  the  bougie  electrode  is  in  the  oesophagus  gentle  pressure 
should  be  employed,  so  as  to  make  it  traverse  the  stricture 
and  as  soon  as  this  is  done  the  current  may  be  stopped.  My 
experience  of  treatment  by  electrolysis  is  too  small  to  permit 
me  to  confidently  express  an  opinion  of  its  value,  but  from 
what  I  have  seen  I  came  to  the  conclusion  that  it  caused 
considerable  irritation,  and  probably  did  more  harm  than 
good.    So,  rather  than  experiment  further  with  patients  suffer- 
ing from  oesophageal  stenosis,  I  have  been  carefully  watching 
the  results  of  the  treatment  by  electrolysis  of  other  more 
accessible  diseases,  and  as  far  as  I  can  learn  they  are  not  very 
encouraging. 

The  last  method  I  will  describe  for  relieving  the  stenosis  by 
an  operation  from  within  the  gullet  is  that  of  internal  cesopha- 
gotomy.  Probably  on  account  of  the  success  which  has  attended 
the  performance  of  a  similar  operation  for  stricture  of  the  urethra, 
surgeons  have  been  encouraged  to  divide  the  obstruction  in  the 
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gullet  by  an  incision,  but  the  results  have  been  by  nu  in 
satisfactory    The  operation  is  performed  by  an  cesophagotome 
winch  cons,  s  of  a  gum-elastic  bougie,  carrying  a  wire'to  the' 
end  of  winch  a  knife  is  attached;  by  pressing  a  button,  the 
knife  is  protruded  at  will.     The  curved  tube  with  the  knife 
concealed  is  passed  beyond  the  stricture,  after  which  the  knife 
is  protruded  so  that  it  cuts  through  the  stricture  on  withdrawal 
of  the  instrument.    In  this  operation  the  incision  is  made  from 
below  upwards;  in  some  instances,  however,  where  the  oesopha- 
gotome could  not  be  passed  through  the  stricture,  attempts  have 
been  made  to  divide  it  from  above  downwards,  but  such  a 
procedure  is  highly  dangerous,  and  should  in  no  instance  be 
practised.    The  circumstances  which  call  for  internal  cesopha- 
gotomy  are  very  exceptional,  and  to  my  mind  hardly  exist 
Although  it  has  been  performed  for  malignant  and  tubercular 
diseases,  I  do  not  think  any  one  should,  on  the  chance  of  gaining 
temporary  relief,  submit  a  patient  to  the  dangers  attending 
the  operation.    Again,  in  cicatricial  stenosis,  internal  cesophago- 
tomy  can  be  employed  only  in  cases  where  a  bougie  of  a  good 
size  can  still  be  passed,  and  therefore  in  a  class  of  cases  in  which 
gradual  dilatation  with  bougies  or  tents  might  still  be  used 
without  risk.    When  I  think  of  the  cases  which  have  been 
described  in  the  preceding  pages,  and  when  I  recall  those 
which  have  come  under  my  observation,  I  cannot  say  that  I 
remember  a  single  instance  in  which  I  would  feel  justified  in 
having  this  operation  performed.  When  the  stricture  is  situated 
a  little  above,  at,  or  below  the  bifurcation  of  the  trachea,  the 
dangers  of  cutting  right  through  the  thin  oesophagus,  and  of 
injuring  the  trachea  and  aorta,  or  of  opening  into  the  posterior 
mediastinum,  are  very  considerable.    Of  thirty-two  cases  where 
this  operation  was  performed  which  I  have  inquired  into, 
nineteen  were  afforded  a  more  or  less  permanent  improvement, 
nine  died  from  the  immediate,  and  four  from  indirect  results  of 
the  operation,  so  giving  a  mortality  of  a  little  over  40  per 
cent. 
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Within  the  last  few  years  another  operation  has  been  proposed 
and  practised  by  Gussenbauer,  von  Bergmann,  and  Sands-namely , 
external  oesophagotomy,  afterwards  dividing  the  stricture  from 
within,  and  subsequently  allowing  the  fistula  in  the  neck  to  heal 
spontaneously.  This  operation  can  only  be  employed  when  the 
stenosis  is  situated  high  up ;  but,  ontheother  hand,  when  it  occupies 
the  lower  end  of  the  tube,  the  stricture  has  been  dilated  from 
below  after  a  preHminary  gastrotomy.  This  operation,  said  to 
have  been  suggested  by  Schede,  has  been  performed  by  von 
Bergmann,  Billroth,  Studegard,  Frittini,  Catani,  and  Loreta,  and 
most  of  the  cases  have  been  successful. 


CHAPTER  V. 

STKICTUKE  OF  THE  (ESOPHAGUS-CWW. 

Treatment  by  External  Operations-CEsophagostomy  and  CEsophagect- 

omy— Gastrostomy. 

(Esophagostonry,  or  the  establishment  of  a  fistulous  opening 
m  the  neck  for  the  relief  of  stenosis  of  the  gullet,  was  first 
suggested  in  1645,  but  on  account  of  the  obstacles  to  performing 
such  an  operation  without  anaesthetics,  and  probably  also  from 
the  erroneous  belief  in  the  dangers  and  difficulties  in  its  execution 
surgeons  were  deterred  from  adopting  it  until  1738,  when  it  was 
for  the  first  time  successfully  performed.  The  whole  subject  has 
been  very  fully  discussed  in  a  valuable  and  exhaustive  mono- 
graph by  Terrier.1 

While  twenty  years  ago,  or  even  at  a  more  recent  date,  oeso- 
phagotomy  was  looked  upon  as  very  dangerous,  more  recent 
experience  has  demonstrated  that  it  is  not  only  quite  a  legitimate 
surgical  procedure,  but,  under  favourable  circumstances,  one  of 
very  high  value,  when  resorted  to  for  the  removal  of  foreign 
bodies  only.    I  cannot  here  refer  to  those  instances  in  which 
oesophagotomy  has  been  employed  for  the  removal  of  foreign 
bodies  further  than  to  show  that  a  consideration  of  the  statistics 
up  to  the  present  day  gives  most  encouraging  results.    Dr  T.  M. 
Markoe,  in  the  New  York  Medical  Journal  of  May  1st  1886, 
says,  referring  to  cases  in  which  oesophagotomy  was  performed 
for  the  removal  of  foreign  bodies :  "  I  am  indebted  to  my  friend 
1  De  l'CEsophagotomie  Externe,  These  de  Paris,  1870. 
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Dr  W  Gross  of  Philadelphia  for  the  following  statement, 
which  he  very  kindly  gleaned  for  me  from  his  abundant 
statistical  resources.  The  whole  of  the  persons  operated  upon 
up  to  date  (1886)  is  eighty-two.  Of  these  cases,  sixty-three 
were  successful,  and  nineteen  followed  by  death ;  of  the  eighty- 
two  cases,  the  foreign  body  was  found  and  removed  in  seventy- 
four,  and  of  these  fifty-seven  recovered  and  seventeen  died. 
The 'foreign  body  was  not  found  in  seven  cases,  and  in  one  case 
it  was  found  but  slipped  into  the  stomach  and  passed  per  anum. 

.  .  Of  the  sixteen  fatal  cases  of  cesophagotomy,  eight  are 
stated  to  have  died  of  abscess  provoked  by  the  lodgment  of  the 
foreign  body,  two  from  exhaustion,  two  from  septicaemia,  one  of 
pneumonia,  and  the  rest  not  clearly  stated." 

The  operation  of  oesophagostomy  for  malignant  disease  is  only 
suitable  when  the  disease  is  situated  in  and  limited  to  the  upper 
few  inches  of  the  gullet,  and  where  there  is  evidence  that  firm 
adhesions  have  not  formed  between  the  oesophagus  and  neigh- 
bouring parts.    In  some  cases  the  stenosis  is  so  complete  that 
it  is  very  difficult  to  introduce  the  point  of  a  knife  into  the 
lumen  of  the  tube;  and,  moreover,  although  it  is  easy  to 
determine  the  upper  limits  of  the  stricture,  it  is  seldom  possible 
to  make  out  where  the  lower  margin  is.    Mr  H.  A.  Eeeves,  in 
the  Transactions  of  the  Clinical  Society  of  London,  vol.  xv.,  p. 
32,  gives  the  following  as  his  conclusions: — "1.  That  internal 
cesophagotomy  being  out  of  the  question,  and  the  stage  for 
gradual  dilatation  being  passed,  and  in  consequence  of  the  great 
mortality  of  gastrostomy,  and  also  because  of  the  more  frequent 
occurrence  of  malignant  stricture  in  the  upper  portion  of  the 
tube,  oesophagostomy  is  by  far  the  preferable  operation.    2.  That 
even  in  cases  where  the  stricture  is  as  low  down  as  the  manu- 
brium sterni  (its  depth  being  rarely  very  great),  oesophagostomy 
is  indicated  as  a  preliminary  or  exploratory  operation ;  and  if  it 
be  found  that  the  little  finger  or  sound  cannot  be  got  through  the 
narrowing,  gastrostomy  may  be  performed.     3.  That  if  it 
result  that  the  opening  in  the  oesophagus  has  been  made  below 
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the  stricture  (as  in  most  cases  would  be  desired),  the  operation 
can  be  completed  by  stitching  the  mucous  membrane  to  the 
wound  edges,  and  the  stricture  may,  if  thought  proper,  be  dilated 
through  the  opening  at  the  time  of  operation  or  subsequently. 
4.  That  if  diseased  oesophagus  be  reached,  and  no  opening  into 
it  can  be  made  through  healthy  walls,  then  it  may  be  carefully 
perforated,  either  by  the  finger  or  the  thermo-cautery.  5. 
CEsophagotomy  has  been  many  times  done,  and  oesophagostomy 
several,  and  never  have  these  operations  caused  any  grave  local 
or  general  symptoms,  or,  as  operations,  led  to  the  death  of  the 
patient,  whereas  gastrostomy  has  proved  most  fatal.     6.  The 
operation  should  be  done  on  the  left  side  of  the  neck,  and  a 
sound  should,  if  possible,  be  passed,  that  of  Vacca  Berlinghieri 
being  the  best.    The  skin  incision  should  be  rather  nearer  the 
mid-line  than  that  for  ligature  of  the  common  carotid,  and  should 
extend  from  half  an  inch  above  the  episternal  notch  to  the  level 
of  the  upper  border  of  the  thyroid  cartilage.  The  surgeon  should 
stand  on  the  left  of  the  patient,  looking  obliquely  down  and 
across  his  or  her  body.    A  tube  with  a  funnel-shaped  end  should 
be  passed  and  tied  in  place,  and  nourishment  administered  as 
soon  as  the  tendency  to  vomit  caused  by  the  angesthetic  has 
passed  off.    It  is  necessary  to  make  the  opening  in  the  oesopha- 
geal walls  with  a  sharpish  stab,  to  prevent  the  loose  mucous 
membrane  being  pushed  before  the  knife.    The  edges  of  the 
wound  may  be  stitched  up,  and  care  taken  that  no  food  gets  into 
it.    7.  The  operation  should  be  undertaken  before  the  patient's 
strength  is  much  exhausted,  and  even  before  obstruction  is 
complete,  because,  frequently,  attempts  to  swallow  produce 
spasmodic  suffocative  dyspnoea,  as  in  first  case  related.    8.  In 
severe  cases  of  simple  fibrous  or  syphilitic  stricture  in  the 
nuchal  or  upper  thoracic  portion  of  the  tube,  oesophagostomy 
is  indicated,  as  then  the  operation  might  be  made  curative  as 
well  as  palliative.    9.  Internal  oesophagotomy  must  be  limited 
to  an  extremely  small  percentage  of  cases,  and  some  think  it  not 
justifiable,  and  excision  of  the  diseased  part  of  the  oesophagus  is 
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yet  in  its  merest  infancy,  so  that  ossophagostomy  is  the  best 
resource  left  us,  and  the  operation,  if  performed  with  care,  is 
not  very  difficult." 

The  question  of  what  operation  should  be  employed  is  so 
important  that  I  will  not  hesitate  to  discuss  in  detail  the  points 
raised  by  Mr  Eeeves.    From  his  own  showing,  cesophagostomy 
is  only  suitable  for  those  cases  in  which  the  disease  occupies  the 
upper  part  of  the  canal,  and  he  says  that  this  portion  of  the 
gullet  is  most  frequently  attacked,  but  unfortunately  he  does 
not  state  very  clearly  what  he  means  by  the  upper  portion  of 
the  tube.    I  have  come  to  the  conclusion  that  the  most  common 
spot  to .  find  the  primary  tumour  is  immediately  behind  the 
cricoid  cartilage,  so  that,  if  the  patient  presents  himself  to  the 
surgeon  sufficiently  early,  a  successful  ossophagostomy  may  be 
performed.    But,  as  a  rule,  the  aid  of  the  surgeon  is  not  asked 
until  the  disease  has  extended  beyond  the  limits  just  mentioned. 
When  the  patient  is  seen  at  an  early  stage,  and  the  healthy 
oesophagus  can  be  exposed  below  the  site  of  the  disease,  so  that 
the  healthy  mucous  membrane  can  be  stitched  to  the  skin,  then 
I  think  oesophagostomy  may  be  employed.    But  to  make  an 
incision  in  the  neck,  and  through  the  tumour  into  the  lumen  of 
the  canal,  seems  to  me  unjustifiable  when  gastrostomy  may  be 
performed.    The  operation  is  very  limited  in  its  application.  In 
not  one  of  the  seven  cases  described  above  could  it  have  been 
performed  in  the  hope  of  having  a  satisfactory  result.    If,  for 

example,  in  the  cases  of  Mrs  C  (Case  4),  and  W.  F  

(Case  3),  I  had  opened  the  oesophagus  in  the  neck,  the  probability 
is  that  within  a  few  weeks  I  would  have  had  to  contend  with  a 
large  fungating  mass  protruding  through  the  fistula,  whereas,  by 
performing  gastrostomy  the  wound  is  far  removed  from  the  site 
of  the  tumour. 

Before  concluding  the  discussion  of  this  interesting  subject 
it  would  be  advisable  to  refer  to  statistics,  and  in  doing  so,  I 
may  say  briefly:— observe  that  out  of  twenty-nine  cases  operated 
on  by  oesophagostomy  ten  lived  over  one  month,  while  the  great 
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majority  of  the  remaining  nineteen  died  within  a  week  of  the 
operation.  The  most  successful  case  recorded  is  one  operated 
upon  by  Hadlichi  in  1880 ;  the  patient  was  sixty  years  of  age 
and  was  suffering  from  severe  dyspnoea,  the  cause  of  which  is 
not  stated ;  the  patient  died  thirteen  months  after  the  opera- 
tion, and  no  necropsy  was  permitted.  With  such  unfavour- 
able results  it  is  not  surprising  that  cesophagostomy  has  fallen 
mto  disuse.  From  the  large  number  of  cases  of  malignant 
disease  of  the  oesophagus  which  I  have  met  with  in  hospital  and 
private  practice,  I  have  not  been  able  to  select  one  in  which  I 
considered  cesophagostomy  justifiable. 

In  performing  cesophagostomy  the  patient  should  be  placed 
upon  his  back,  with  the  head  and  shoulders  slightly  raised,  and 
an  anaesthetic  having  been  administered,  the  face  should  be 
turned  to  the  right.  The  surgeon,  standing  to  the  left  of  the 
patient,  should  then  make  an  incision  three  or  four  inches  in 
length,  through  the  skin  and  subcutaneous  tissue,  along  the  inner 
border  of  the  left  sterno-mastoid  muscle.  The  superficial  fascia, 
the  platysma  myoides,  and  the  deep  fascia,  should  then  be 
divided,  the  inner  edge  of  the  sterno-mastoid  exposed,  and  the 
muscle  drawn  outwards  and  upwards  by  a  broad  retractor,  so 
that  the  carotid  sheath  is  exposed  to  view,  and  held  to  one  side 
by  an  assistant.  The  connective  tissue  having  been  separated 
with  the  finger  or  a  blunt  instrument,  and  care  being  taken  not  to 
injure  the  superior  or  inferior  thyroid  arteries,  or  the  recurrent 
laryngeal  nerve,  the  left  lobe  of  the  thyroid  gland  and  the  trachea 
are  exposed.  These  structures  should  be  drawn  forwards  and 
to  the  right  by  a  second  assistant,  when  the  lower  part  of  the 
pharynx  and  oesophagus  will  be  seen  lying  behind. 

In  oesophageal  stenosis,  a  tube  cannot  be  introduced  through 
the  mouth,  so  that  the  operator  is  not  assisted,  as  in  oeso 
phagotomy,  by  its  presence  in  the  canal.  When  the  gullet  is 
found,  an  incision  should  be  made  in  its  wall.  If  the  operation 
be  undertaken  for  malignant  disease,  the  lower  down  the  opening 
1  Deutsche  Zeitschr.  f.  Chir.  1882,  Bd.  xvii.,  p.  138. 
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is  made  the  better,  and,  if  possible,  the  margins  of  the  mucous 
membrane  should  be  carefully  stitched  to  the  edges  of  the 
cutaneous  wound.  In  cases  of  cicatricial  stenosis  the  incision 
should  be  made  immediately  below  the  stricture.  A  soft  flexible 
tube  should  be  introduced,  and  kept  in  position  with  sticking 
plaster,  while  a  drainage-tube  may  be  passed  through  the  lower- 
most limits  of  the  wound,  and  the  edges  united  by  sutures.  The 
after-treatment  must  be  carried  out  with  great  caution,  special 
care  being  required  in  the  introduction  of  the  feeding-tube.  A 
good  plan  is  to  have  a  soft  curved  elastic  tube,  from  4  in.  to  5  in 
long,  and  of  the  size  of  a  No.  9  bougie,  with  a  shield  the  same  as 
a  tracheotomy  tube,  fixed  in  permanently,  through  which  when 
the  patient  is  being  fed,  a  soft  inner  tube  of  smaller  size  is 
passed  into  the  oesophagus.  This  avoids  the  danger  of  lacerating 
the  wall  of  the  oesophagus,  or  adjacent  tissues. 

The  question  may  be  asked,  Is  it  not  possible,  in  cases  where 
the  carcinomatous  growth  is  situated  high  up,  as  in  those  of 

W.  F         (Case  3),  and  Mrs  C         (Case  4),  to  excise  the 

growth  and  remove  the  whole  of  the  disease  ?  When  the  disease 
is  limited  to  that  part  of  the  oesophagus  immediately  behind  the 
larynx,  and  there  is  no  involvement  of  lymphatic  glands,  then 
one  might  consider  the  propriety  of  performing  a  radical  opera- 
tion with  the  object  of  attempting  a  cure.  In  neither  of  the 
cases  just  mentioned  could  such  a  procedure  be  thought  of,  for, 
as  is  usually  the  course  of  events  in  such  circumstances,  both 
patients  allowed  the  disease  to  advance  too  far  before  they  were 
seen.  This  is,  however,  not  always  the  case,  and  the  enterprising 
surgeon  has  not  been  always  satisfied  by  simply  supplying  the 
patient  with  food  through  a  wound  in  the  neck  or  stomach,  but 
he  has  on  several  occasions  attempted  a  radical  cure  by  excising 
portions  of  the  oesophagus.  One  of  the  most  successful  cesopha- 
gectomies  was  performed  by  Czerny  in  1877,  when  he  excised  a 
small  portion  of  the  canal  along  with  a  carcinomatous  growth, 
with  a  good  result.  The  lower  segment  of  the  gullet  was  united  to 
the  wound,  and  after  four  months  the  patient  fed  herself  so 
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conveniently  through  the  fistula  in  the  neck  that  she  refused  to 
have  a  su t         ion  performed  for  ^ 

ends  of  the  oesophagus.  Novaro,  Billroth,  Israel,  and  von 
Bergmann  also  performed  this  operation,  and  their  patients 
lived  for  seven  weeks,  four  weeks,  seven  days,  and  one  day 
respectively.  Dr  Ashhurst,  in  his  statistics,  mentions  twelve 
instances  in  which  cesophagectomy  was  performed,  and  he 
states  that  eight  proved  fatal,  giving  thus  a  mortality  of  66  per 
cent.  (Esophagectomy  has  therefore  been  practically  abandoned 
unless  in  very  exceptional  cases. 

The  first  occasions  in  which  gastrotomy  was  performed  were 
by  Crolins  in  1602,  and  by  Guenther  in  1613,  for  the  removal  of 
foreign  bodies.    Shovel  operated  in  1635  by  making  a  vertical 
incision  through  the  left  hypochondrium  an  inch  and  a  half 
below  the  ribs,  and  removed  a  knife  which  had  been  in  the 
stomach  for  six  weeks;  and  about  the  same  time  Schwaben  had 
an  equally  successful  case.    Successful  cases  are  also  recorded 
by  Hubner  in  1720,  by  Cayroches  in  1829,  by  Bell  in  1860,  by 
Labbe"  in  1874,  and  from  the  statistics  collected  by  Gross,  Crede\ 
and  Eichardson  and  Bernays,  gastrotomy  is  shown  not  to  be  a 
dangerous  operation,  giving  a  mortality  of  not  more  than  10  per 
cent.    Gastrostomy  on  the  other  hand  was  not  practised  so 
early.    Opening  the  stomach  in  cases  of  stricture  of  the  gullet 
was  first  suggested  by  Egebert  in  1837,  and  recommended  by 
Blondlot  and  Watson,  but  it  was  not  until  the  year  1846  that 
S^dillot  operated  unsuccessfully  for  cancer  of  the  oesophagus,  and 
from  that  time  until  1876,  when  Verneuil  obtained  the  first 
success,  the  recorded  cases  constitute  an  unbroken  series  of 
failures.    Since  1876,  for  cicatricial  stricture  alone,  I  find  48 
cases  of  gastrostomy  recorded,  giving  25  recoveries  and  23 
deaths  within  a  month  of  the  operation;  and  for  malignant 
disease,  280  operations  have  been  performed,  with  126  recoveries 
and  154  deaths  within  a  month  of  the  operation.    Talcing  all 
the  cases  together,  the  chief  causes  of  death  were — of  those  who 
expired  within  a  month — exhaustion,  53°/0 ;  peritonitis,  21% ; 
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pneumonia,  15°/0;  bronchitis,  5°/Q ;  other  canses,  6°/  As 
regards  the  period  of  death  in  these  cases,  as  far  as  1  can 
ascertain : — 

Under  24  hours,  . 
Over  24  hours  and  under  48  hours, 
48    „  „       3  days, 

3  days  „       1  week, 

1  week  „       2  weeks, 

2  weeks        „       3  „ 

3  »       4  „ 


19°/o 
IB0/. 

ir/0 

147o 

117. 


100 

Within  the  last  few  years  gastrostomy  has  been  more  successful, 
probably  because  greater  care  has  been  bestowed  upon  details, 
and  the  operation  has  been  resorted  to  at  an  earlier  stage  in  the 
disease.  For  example,  Knie1  has  operated  upon  13  cases  with 
only  3  deaths,  and  Crede'2  upon  26  cases  with  4  deaths. 

It  is  not  necessary  to  discuss  statistics  in  detail,  or  to  give 
references,  but  I  would  like  to  mention  the  facts  which  have 
been  impressed  upon  me  in  studying  the  subject.  In  the  large 
majority  of  unsuccessful  cases  the  operation  was  performed  too 
late,  and  hence  we  find  that  a  considerable  number  of  the 
patients  succumbed  to  shock  within  forty-eight  hours,  while 
a  large  percentage  also  died  from  exhaustion,  inanition,  or 
extension  of  the  disease  a  few  days  after  the  operation.  Within 
recent  years  comparatively  few  deaths  have  been  caused  by 
peritonitis,  pneumonia,  or  septicaemia.  The  statistics  which  I 
have  now  produced  give  a  very  different  result  from  those 
collected  by  Verneuil,  and  published  in  1879.  He  then 
showed  that  out  of  30  cases  in  which  gastrostomy  had  been 
performed  for  malignant  disease,  only  one  survived  a  month  . 
On  the  other  hand,  I  find  that  since  1884,  out  of  113  cases 
recorded,  80  have  lived  over  thirty  days.  The  two  most  successful 

1  Klin.  Beobacht  aus  dem  Chir.  Hosp.,  von  Dr  A.  Knie,  in  Moskau,  I.  1886. 
a  Archiv  fur  Win.  Chir.,  Bd.  xxxiii.,  Heft  Hi.,  1886. 
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cases  recorded  are  those  operated  upon  by  James  Murphy  i  and  by 
W.  ham  Whxtehead.   The  first  of  these  patient,  livedl  403  days 
whrle  the  other  was  alive  at  the  end  of  the  thirteenth  montlX' 
In  performing  gastrostomy  the  method  I  have  employed 
has  been  as  follows-I  shall  take  as  an  example  Case"  3-1 
While  the  patient  was  under  the  influence  of  chloroform 
an  incision  was  made  through   the  abdominal  parietes  an 
inch  below  and  parallel  to  the  left  costal  cartilages  The 
incision  was  an  inch  and  a  half  long,  and  extended  out- 
wards and  downwards  from  the  margin  of  the  left  rectus 
muscle;   with  some  difficulty,  on  account  of  the  complete 
collapse  of  the  organ,  the  stomach  was  felt.    About  a  couple  of 
square  inches  of  the  stomach  wall  were  dragged  through  the 
incision  m  the  parietes.    A  circle  of  sutures,  each  including 
about  a  quarter  of  an  inch  of  stomach  wall,  was  passed  through 
the  serous  and  muscular  coats.    The  radius  of  this  circle  was 
about  one-third  of  an  inch.    Each  suture  overlapped  its  neigh- 
bours by  about  one-eighth  of  an  inch,  so  that  when  they  were 
all  introduced  they  resembled  in  form  the  tyre  of  a  wheel. 
After  all  the  sutures  had  been  inserted  in  the  stomach  waU,  the 
free  ends  were  passed  through  subcutaneous  tissue  and  skin 
and  tied  externally,  so  that  when  the  operation  was  completed 
an  area  of  stomach  wall  about  the  size  of  a  shilling  was  exposed 
to  view.    Through  the  centre  of  this  area  two  silver  sutures 
were  passed  parallel  to  one  another,  and  about  a  quarter  of  an 
inch  apart.    This  method  of  stitching,  by  which  the  peritoneum 
and  muscular  tissue  were  left  free  and  in  full  contact  with  the 
wall  of  the  stomach,  gave  a  broad  base  for  adhesions  and  ensured 
the  formation  of  a  complete  sphincter.    After  the  operation  the 
patient  complained  of  thirst,  but  otherwise  he  was  perfectly 
comfortable.    Two-thirds  of  a  grain  of  morphia  were  injected 
subcutaneously  between  the  time  of  the  operation  and  midnight. 
The  patient  was  fed  upon  nutrient   digested  enemata  and 

1  British  Medical  Journal,  vol.  ii.  1889,  p.  930. 

2  Ashliurst's  "Surgery,"  vol.  vi.,  p.  40. 
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peptouised  meat  suppositories.    Five  days  later  a  small  galvanic 
cautery  was  introduced  into  the  stomach  between  the  two 
silver  loops,  which  were  held  apart,  so  as  to  make  a  little  tension 
upon  the  intervening  area  of  stomach.    Then  a  small  gum- 
elastic  catheter  (No.  3)  was  passed  into  the  stomach  through 
the  opening  thus  made,  and  fixed  in  position  by  means  of 
adhesive  plaster.    He  was  now  fed  with  milk,  four  ounces  being 
aiven  every  two  hours,  in  addition  to  the  nutriment  adminis- 
tered by  the  rectum.    Every  day  larger  tubes  were  inserted,  so 
that  a  week  later  a  piece  of  elastic  tubing  the  size  of  a  No.  17 
oesophageal  bougie  was  introduced,  and  beef-tea,  milk,  masticated 
porridge,,  and  corn-flour  were  poured  into  the  stomach  through 
a  filler  by  the  patient  himself.    After  the  food  was  so  taken  the 
tube  was  withdrawn,  the  patient  remained  in  the  recumbent 
posture,  and  held  a  small  pad  of  gauze  over  the  opening. 
Within  from  fifteen  to  twenty  minutes  the  wound  contracted, 
so  as  to  prevent  the  escape  of  the  contents  of  the  stomach. 
Only  a  ring  of  mucous  membrane,  one-twelfth  of  an  inch 
broad,  remained  between  the  opening  in  the  stomach  and  the 
cutaneous  surface.    Within  a  few  days  this  also  disappeared. 

In  respect  to  the  operation  of  gastrostomy,  it  is  very 
important  to  operate  in  two  stages,  the  first  consisting  of 
exposing  and  stitching  the  stomach  to  the  parietes,  the  second 
of  opening  the  stomach  after  firm  adhesions  have  formed,  so  as 
to  obviate  the  danger  of  the  contents  of  that  viscus  escaping 
into  the  peritoneal  cavity.  With  reference  to  the  first  stage  of  the 
operation,  a  method  a  little  different  from  that  usually  employed 
was  adopted.    The  sutures  did  not  include  the  peritoneum  or 
muscular  tissue,  but,  from  the  stomach  wall   they  passed 
through  subcutaneous  tissue  and  skin  only,  and  were  tied 
externally.    By  this  arrangement  a  considerable  surface  of  the 
stomach  was  left  in  contact  with  the  sides  of  the  wound  in  the 
parietes;  the  two  serous  surfaces  were  not  brought  together; 
and  so  a  broad  and  firm  base  for  adhesion  was  secured.  At 
the  same  time  the  formation  of  a  complete  sphincter  was 
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assured,  as  demonstrated  by  the  cases  described.   Regarding  the 

second  stage  of  the  operation  there  is  nothing 

When  th    „  wear  elast.c  tubeg  no  ^  J  ota 

the  tube  be  amoved  for  a  quarter  of  an  hour  in  any 

th  '  T\      fiStUk  C°ntraCtS'  aUd  ~s  the  P—ge 
of  the  smallest  quantity  of  the  contents  of  the  stomach,  and  so 

enables  the  patients  to  walk  about  in  comfort.  The  sphincter 
action  is  therefore  as  good  as  could  be  desired 

In  selecting  cases  for  operation  we  are  very  often  hampered  by 
the  patient  refusing  to  have  anything  done  until  he  is  so  reduced 
m  strength  that  so  serious  an  operation  must  be  attended  with 
danger.    Under  favourable  circumstances,  and  with  due  caution 
on  the  part  of  the  operator,  gastrostomy,  when  performed  in 
two  stages,  should  not  be  attended  with  much  danger;  but  when 
the  patient  has  allowed  himself  to  reach  the  last  stage  of 
starvation  before  he  seeks  the  aid  of  the  surgeon,  how  can  a 
favourable  result  be  expected?    The  needles  used  were  ordinary 
sewing-machine  needles,  round,  and  with  an  eye  in  the  point 
These  were  fixed  on  handles,  and  by  heating  in  a  spirit  lamp 
were  bent  at  an  obtuse  angle  and  tempered  by  dipping  in  oil. 
The  sutures  were  silk  cord,  boiled  in  carbolised  wax.  The 
advantage  of  using  a  round  needle  is  that  it  passes  easily 
through  the  serous  and  muscular  coats,  and,  when  it  reaches  the 
more  dense  submucous  layer,  the  difference  in  resistance  is 
easily  detected,  and  the  danger  of  passing  the  suture  into  the 
cavity  of  the  stomach  is  averted.    It  has  been  advocated  by 
some  surgeons  that  a  double  row  of  stitches  should  be  inserted, 
but  the  disadvantage  of  unduly  increasing  the  number  of 
sutures  employed  is  that  the  operation  is  much  prolonged, 
and  thereby  the  danger  of  death  from  shock  is  increased.  One 
row  of  sutures  is  quite  sufficient  to  keep  the  parts  in  apposition 
until  adhesions  form. 

When  the  stomach  has  been  empty  for  a  considerable  time,  it 
is  found  to  be  situated  to  the  left  of  the  middle  line,  the 
pylorus  occupying  a  position  close  to  the  left  margin  of  the 
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rectus  muscle,  while  the  bulk  of  the  organ  is  drawn  up  under 
the  arch  of  the  diaphragm.  Consequently,  in  cases  of  stricture 
of  the  oesophagus,  where  the  patient  has  been  starved  the 
stomach  is  not  to  be  looked  for  in  its  normal  position.  Labbe 
recommends  an  incision  two  inches  in  length  extending  from  the 
left  linea  semilunaris  outwards,  parallel  to,  and  half  an  inch 
below,  the  costal  cartilages.  Durham  advises  a  vertical  incision 
to  be  made,  three  or  four  inches  in  length,  over  the  upper  part 
of  the  linea  semilunaris,  while  Sedillot  makes  a  crucial  incision 
through  the  upper  part  of  the  left  rectus.  Again,  Halm  of  Berlin 
recommends  the  following  operation  which  he  has  performed  m 
eight  cases:  An  incision  is  made  parallel  with  the  lower  edge 
of  the  last  lower  rib  and  the  abdominal  cavity  opened.  A 


Case  of  cancer  of  the  oesophagus  at  the  ievel  of  the  lower  edge  of 
the  cricoid  cartilage  (Case  3).  The  illustration  shows  the  gastrostomy 
wound  with  the  feeding-tube  withdrawn,  and  the  complete  sphincter 
action  of  the  muscles  of  the  parietes,  which  allowed  no  food  to  escape 
externally.  If  the  patient  lay  on  his  back  for  a  few  minutes  after 
taking  food  he  could  afterwards  walk  about  with  freedom.  The 
gastrostomy  was  performed  on  November  6th  1890,  and  the  patient 
enjoyed  good  health  till  the  end  of  the  following  July.  During  the 
autumn  he  lost  flesh  and  became  very  weak  ;  no  involvement  of 
lymphatic  glands  ;  tumour  in  oesophagus  remained  stationary.  He 
was  readmitted  to  the  Royal  Infirmary  on  November  5th  1891,  and 
died  on  the  following  day  from  syncope  and  congestion  of  the  lungs. 
Post-mortem  examination :  No  great  laryngeal  obstruction,  no 
glandular  involvement  or  secondary  formations.  Microscopic  section 
proved  the  tumour  to  be  a  scirrhous  cancer. 


STRICTURE  OF  THE  (ESOPHAGUS. 


(C?T£  ePlthtellTa  °f  the  behind  the  cricoid  cartilage 

(Case  4).  Gastrostomy  was  performed  on  January  29th  1891  and 
tracheotomy  on  March  28th,  for  cedematous  laryngitis.  The  illustra- 
tion shows  feeding  and  tracheotomy  tubes  in  position.  The  patient 
improved  during  the  spring  and  summer  months,  but  when  seen  in 
October  the  cervical  glands  were  involved  and  the  larynx  obstructed 
fehe  has  not  been  seen  since  October. 


Epithelioma  of  the  lower  end  of  the  oesophagus  (Case  8).  The 
illustration  shows  the  feeding  tube  withdrawn.  Sphincter  action 
was  very  complete,  so  that  the  tube  could  not  be  left  out  for  more 
than  a  few  minutes.  The  patient  progressed  favourably  during  the 
early  summer,  and  the  disease  advanced  very  slowly  ;  but  not 
receiving  proper  attention  at  home,  he  was  found  dead  'in  bed  from 
starvation. 
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point  is  punctured  by  a  pair  of  o  uvea  8 
incised ;  this  is  enlarged  by  spreading  the  forceps,  a 
^  index  anger  of  the  left  hand  are  intro  nee  into ^ 
abdominal  wonnd,  and  the  stomach  sought  foiat  a  pom 
corresponding  as  nearly  as  possible  to  the  fundus     This  i 
ried  by  the  dressing  forceps  and  drawn  through  the  eighth 
Elal  space,  until  the  stomach  wall  e  — 

ina  internment  for  the  space  of  one  centimetre.    After  covering 
hi  wound  first  made  with  antiseptic  gauze,  the  stomach  m  case 
h    pening  is  to  be  made  at  a  subsequent  sitting,  is  sutured  by 
TZ  of  its  serous  covering  only  to  the  edges  cf  the  wonnd 
In  case  it  is  to  he  opened  at  once,  the  serous,  muscular,  and 
uaucous  coats  are  together  attached  to  the  opening  m  the 
intercostal  space.    The  abdominal  wound  is  then .  sutured. 
After  numerous  trials  upon  the  cadaver,  Hahn  found  that  the  e 
was  no  danger  of  wounding  the  diaphragm  if  care  was  taken  to 
always  select  the  space  between  the  cartilages  of  the  eighth  and 
ninth  ribs,  inasmuch  as  the  former  has  its  attachment  to  the 
cartilages  of  the  seventh  rib  towards  the  median  line,  m  such 
a  manner  as  to  leave  the  eighth  intercostal  space  uncovered 

and  free  for  operation. 

The  advantages  claimed  for  the  operation  are  as  f ollows  :— 
1  A  small  and  contracted  stomach  can  with  greater  ease  be 
drawn  forward  and  attached  at  this  point.    2.  The  attachment 
seems  to  be  more  reliable  than  when  made  to  the  edges  of  the 
abdominal  wound.    The  contents  of  the  stomach,  on  account  of 
the  better  closure  of  the  opening,  do  not  come  into  contact  with 
the  wound  to  the  same  extent  as  in  the  older  methods.   3.  The 
feeding  of  the  patient  can  be  better  accomplished;  the  closure  of 
the  space  by  the  approximation  of  the  ribs  acts  as  a  pinch-cock, 
thus  preventing  fluids  from  finding  their  way  out  alongside  of  the 
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feeding-tube.    4.  No  obturator  or  other  means  of  closing  the 

S  t on  is  — y- A  gradual  dilatation  °f  the 

Z^ect6  reS1StanCe  °ffered  *  ^  °f  * 

By  the  results  of  the  statistics  of  recent  operations  the  surgeon 
« .  certainly  encouraged  to  resort  to  gastrostomy  as  soon  as  the 
patient  is  unable  to  take  sufficient  food  by  the  mouth,  in  those 
cases  where  it  is  inadvisable  or  impossible  to  feed  him  by 
tubes.  J 

It  is  very  difficult  for  a  surgeon  to  form  an  opinion  from 
statistics,  so  many  matters  of  detail  require  to  be  considered  in 
each  individual  case.    But  still,  statistics  give  some  idea  of  the 
general  risk  which  the  patient  runs,  and  when  we  take  this 
together  with  the  probable  duration  of  life  without  operation' 
a  tolerably  accurate  judgment  may  be  arrived  at.    Say,  for 
example,  in  an  average  case  where  deglutition  is  very  imperfect 
if  no  operation  be  performed  death  from  starvation  is  certain 
within  a  few  weeks.    By  delaying  the  operation  the  immediate 
dangers  are  proportionately  increased,  while,  by  opening  the 
stomach  when  the  patient's  strength  is  good,  the  risk  of  the 
operation  proving  fatal  is  about  one  to  thirteen,  and  the  proba- 
bility of  life  being  materially  prolonged  is  considerable.  In 
carcinomatous  disease,  all  the  operation  can  do  is  to  prolong  life 
and  alleviate  suffering,  and  whether  the  operation  is  justifiable 
or  not,  must  be  left  to  the  judgment  of  the  surgeon  and  the 
desires  of  the  patient,  after  the  whole  circumstances  have  been 
explained  to  him.    But  in  this  connection  I  must  confess  that 
not  infrequently  those  cases  suitable  for  operation  elect  not  to 
be  operated  on,  while  those  who  are  less  suitable,  on  account  of 
exhaustion,  solicit  the  surgeon  to  act  at  once.    It  is  often  very 
difficult  to  hold  the  balance  justly. 


CHAPTER  VI. 

MALIGNANT  DISEASE  OF  THE  LAEYNX. 

General  question  of  Diagnosis  of  Tumours-Etiology  of  Tumours-The 
Symptoms  of  Malignant  Disease  of  the  Larynx-Sarcoma  and  Carci- 
noma-Characteristics of  the  Sarcomata  ;  two  illustrative  cases. 

In  pre-laryngoscopic  times,  the  diagnosis  of  a  tumour  in  the 
larynx  was  limited  to  those  cases  in  which  the  growth  occupied 
the  upper  part  of  the  laryngeal  cavity,  so  as  to  be  either  visible 
to  the  eye  when  the  tongue  was  depressed,  or  within  reach  of  the 
finger.   Isolated  cases  of  laryngeal  polypus  were  recorded  even  as 
far  back  as  the  middle  of  the  eighteenth  century ;  but,  at  that  time, 
and  for  many  years  subsequently,  the  diagnosis  of  such  tumours 
was  most  uncertain.    It  was  only  towards  the  middle  of  the 
present  century  that  the  diagnosis  of  these  diseases  became 
exact,  and  that  attempts  were  made  to  extirpate  laryngeal 
growths  by  the  mouth ;  although  one  hundred  years  previously, 
it  is  true,  Kaderik  performed  for  the  first  time,  successfully,  the 
endolaryngeal  operation.    I  will  not  attempt  even  briefly  to 
trace  the  gradual  development  which  has  taken  place  during 
the  last  half-century  in  the  diagnosis  and  treatment  of  the 
diseases  we  are  now  considering ;  but  I  think  I  may  say  with 
confidence  that,  whereas  new  formations  in  the  larynx  were 
formerly  supposed  to  be  of  rare  occurrence,  and  beyond  the 
reach  of  the  surgeon,  they  are  now  not  only  readily  recognised 
during  the  life  of  the  patient,  but  they  may  be  successfully 
removed  by  surgical  appliances.    In  fact  there  is  probably  no 
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other  class  of  diseases  in  which  the  advantages  of  laryngoscopy 
examination  have  been  more  clearly  demonstrated.    Not  only 
are  tumours  now  known  to  occur  more  frequently  than  was 
formerly  supposed,  but  there  is  even  a  tendency  on  the  part  of 
practitioners  to  believe  that  they  prevail  more  commonly  than 
is  on  reference  to  statistics,  actually  found  to  be  the  case  It 
is  found  m  practice  that  tumours  of  all  kinds  constitute  only  a 
small  proportion  of  the  chronic  maladies  of  the  larynx,  certainly 
not  more  than  two  or  two  and  a  half  per  cent.,  so  that,  although 
the  diagnosis  of  the  individual  case  may  be  of  the  utmost  im- 
portance to  the  patient,  the  number  of  cases  which  are  met 
with  in  general  practice  is  comparatively  small. 

The  etiology  of  malignant  tumours  of  the  larynx  is  a  question 
which  is  exceedingly  involved,  and  one  upon  which  little  real 
light  has  up  to  the  present  been  thrown.  What  is  the  effective 
cause  of  the  production  of  a  tumour?  It  is  not  possible  at 
present  to  give  a  definite  answer  to  such  a  question.  In 
many  cases  the  cause  is  not  apparent,  and  in  others,  the 
connection  between  the  new  formation  and  its  alleged  cause  is 
remote. 

Chronic  catarrh  of  the  laryngeal  mucous  membrane  is  one  of 
the  most  fruitful  causes  of  malignant  growths  in.  the  larynx ;  but 
probably  both  hyperemia  and  chronic  catarrh  are  blamed  more 
frequently  than  they  deserve.    May  they  not  be,  in  many  cases, 
the  result  rather  than  the  cause  of  tumour  ?    The  etiological 
conditions  of  inflammatory  processes,  and  what  has  been  called 
the  tumour-dyscrasia,  are  closely  related  to  one  another,  especi- 
ally in  some  forms  of  chronic  inflammation  and  sarcomatous 
growth.    In  fact,  it  is  very  difficult  to  draw  a  line  between  the 
etiology  of  some  forms  of  chronic  inflammation  and  the  produc- 
tion of  tumours.    I  am  quite  willing  to  admit  that  mechanical 
irritation  of  the  laryngeal  mucous  membrane,  either  as  a  conse- 
quence of  over-use  of  the  voice,  or  from  other  sources,  ma}-  art 
as  a  predisposing  cause  to  tumours,  either  malignant  or  benign. 
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Those  individuals  who,  from  their  profession,  require  to  over- 
exert their  vocal  organs,  such  as  clergymen,  public  speakers, 
singers,  teachers,  etc.,  are  very  prone  to  the  diseases  I  am  now 
discussing.    As  in  other  parts  of  the  body,  so  also  in  the  larynx, 
long  continued  irritation  may  lead  to  the  development  of  a 
tumour.    Such  a  cause  of  tumours  has  long  been  accepted ;  but  it 
is  also  known  that  growths  may  form  without  any  irritation,  and 
on  the  other  hand  that  continued  irritation  and  chronic  inflamma- 
tion may  be  present,  and  are  present  in  multitudes  of  individuals, 
without  leading  to  any  tumour  formation.    The  influence  of  sex 
is  of  importance.    Men,  from  the  fact  that  they  are  more  ex- 
posed to  vicissitudes  of  weather,  irritating  gases,  and  from  the 
circumstance   that,  as  a  rule,  greater   demands   are  made 
upon  their  vocal  organs,  are  more  apt  to  be  affected  than 
women.    The  influence  of  age  is  of  some  importance  also. 
Between  forty  and  sixty  is  the  period  at  which  malignant 
growths  are  most  apt  to  form. 

The  influence  of  heredity  is  difficult  to  prove,  but  what  is 
attributed  to  inheritance  in  the  production  of  tumours  in  other 
parts  of  the  body  should,  I  think,  be  admitted  in  cases  of 
tumours  in  the  larynx.  Syphilis  and  tuberculosis,  only  in  so 
far  as  they  lead  to  chronic  hypertemia  and  catarrh,  may  be 
regarded  as  predisposing  causes  of  tumours.  These  diseases, 
however,  particularly  the  latter,  generally  lead  to  the  death  of 
the  patient  long  before  the  catarrh  has  become  sufficiently 
chronic  to  produce  true  tumours.  Inflammatory  new  formations 
frequently  develop,  associated  with  tuberculosis,  but  these  do 
not  concern  us  at  present. 

The  symptoms  indicative  of  the  presence  of  a  tumour  depend 
upon  four  circumstances — the  nature,  the  situation,  the  extent 
of  the  new  formation,  and  the  intensity  of  the  inflammation 
excited  by  its  presence.  The  most  important  symptoms  are 
interference  with  phonation,  cough,  pain,  haemorrhage,  and 
obstruction  to  respiration,  or  to  deglutition. 
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I  will  now  take  up  these  symptoms  separately,  but,  in  doing 
o,  I  desrre  to  impress  the  fact  that  the  interference  with 
function  is  only  a  vague  indication  of  the  nature  of  the  disease  • 
it  is  upon  a  laryngoscope  inspection  that  the  diagnosis  must 
rest. 

Phonation  is  more  or  less  interfered  with  in  all  cases  and  in 
some  aphonia  may  be  the  only  symptom  present.    The  voice 
may  be  altered  in  various  ways,  according  to  circumstances;  in 
some  cases  it  may  only  be  changed  in  tone  and  in  quality 
m  others  it  may  present  the  characters  described  as  "Pun- 
chinello," it  may  be  reduced  to  a  hoarse  whisper,  or  it  may 
be  entirely  lost.    Interference  with  normal  phonation,  as  a 
symptom,  depends  more  upon  the  seat  of  the  tumour  than 
upon  its  size.    A  very  small  growth  in  one  situation  may  cause 
more  marked  interference  with  the  voice  than  a  tumour  of 
much  greater  size  occupying  another  part  of  the  laryngeal 
cavity. 

Cough  is  not  a  constant  symptom,  but  as  a  rule  the  patient 
has  an  uncontrollable  desire  to  clear  his  throat.  Should  an 
attack  of  catarrh  occur,  cough  may  become  very  distressing,  and 
be  accompanied  by  spasm  of  the  larynx.  Sometimes  portions  of 
the  growth  may  be  expectorated. 

In  non-malignant  growths,  pain  and  dysphagia  are  seldom  pro- 
nounced features;  whereas,  even  in  the  early,  but  especially  in  the 
latter  stages  of  malignant  disease,  both  these  symptoms  are 
generally  present.     In  cancer  of  the  larynx,  the  pain  is,  as  a 
rule,  limited  to  the  larynx  during  the  early  stage ;  but  when  the 
growth  has  increased  in  bulk,  the  pain  radiates  to  the  ear, 
forehead,  and  orbit  of  the  affected  side,  probably  on  account  of 
irritation  of  the  sensory  fibres  of  the  superior  laryngeal  nerve, 
which  irritation  may  be  reflected  along  the  auricular  branch  of 
the  vagus.    It  is  not  uncommon,  however,  in  cases  of  benign 
tumours,  for  the  patient  to  complain  of  discomfort  and  disagree- 
able sensations,  although  not  amounting  to  actual  pain.  The 
feeling  of  the  presence  of  a  foreign  body,  and  the  constant  desire 
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to  get  rid  of  it,  may  be  the  only  discomfort  of  which  the  patient 
complains. 

Hemorrhage  arising  from  the  presence  of  a  tnmour  is  almost 
pathognomonic  of  cancer,  especially  when  large  in  amount.  It 
may  be  due  to  erosion  of  the  walls  of  small  blood-vessels  from 
necrosis  of  the  tumour-tissue,  in  which  instance  the  haemorrhage 
is  usually  copious.  Usually,  however,  the  quantity  of  blood  lost 
is  small,  and  only  appears  in  the  expectoration  as  streaks  on  the 
surface  of  the  muco-purulent  secretion.  The  absence  of  pain  and 
hemorrhage  is  often  very  misleading,  as  will  be  shown  in  cases 
quoted  in  the  following  chapters.  In  a  very  considerable 
number  of  the  cases  which  have  come  under  my  notice,  the  fact 
that  the  patient  did  not  suffer  much  from  the  disease  induced 
him  to  delay  coming  to  hospital,  and  permitted  the  disease  to 
extend  beyond  relief  or  cure. 

Hemoptysis  from  the  bronchial  tubes  or  lung  may  occur 
in  the  course  of  any  case  of  tumour  in  the  larynx  from  violent 
coughing,  but  the  quantity  of  blood  lost  is  seldom  great,  unless 
in  malignant  disease. 

In  a  considerable  percentage  of  cases,  difficulty  of  respiration 
is  present,  but  dyspnoea  of  a  serious  nature  is  less  common  than 
disturbance  of  phonation.  In  some  cases,  however,  the  difficulty 
in  breathing  suddenly  becomes  so  urgent  that  tracheotomy  is 
required.  This  dyspnoea  may  be  due  to  three  causes :  to 
mechanical  obstruction  from  the  presence  of  the  growth,  to 
spasm  of  the  laryngeal  muscles  as  a  consequence  of  local  irrita- 
tion, or  to  an  infiltration  of  the  areolar  tissue  of  the  larynx  with 
serous  effusion.  A  growth  may  occupy  the  larynx  for  a 
considerable  time  without  leading  to  any  serious  impediment  to 
respiration,  when  suddenly,  without  any  apparent  cause,  the 
patient  is  seized  with  a  dangerous  complication,  spasm  of  the 
glottis.  In  such  cases,  the  stridor  and  dyspnoea  are  often 
considerable,  but  the  spasm  seldom  leads  to  a  fatal  issue.  When 
the  growth  is  situated  high  in  the  larynx,  and  especially  when 
the  epiglottis  is  involved,  deglutition  is  apt  to  be  interfered 
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with.  When  pedunculated  tumours  exist,  the  dyspnoea  may  be 
transitory  and  paroxysmal;  and  even  when  there  is  a  large 
tumour  in  the  larynx,  such  as  there  was  in  two  of  the  cases 
(JNos.  2  and  4),  the  obstruction  to  respiration  may  be  very  marked 
atmie  time,  while  at  another  breathing  may  be  comparatively 

I  shall  endeavour,  with  the  aid  of  the  patients  and  specimens 
to  describe  the  two  malignant  tumours  which  may  attack  the' 
larynx.  These  are  the  sarcomata  and  the  carcinomata;  and 
they  may  be  classified  as  intrinsic  or  extrinsic,  accord- 
ing as  they  are  limited  to  the  cavity  or  not.  Growths 
occupying  the  interior  of  the  larynx  and  attached  to  the  false 
vocal  cords,  the  true  cords,  or  the  parts  immediately  below  them, 
should  be  included  under  intrinsic  tumours;  whereas  those 
growing  from  the  aryteno-epiglottic  folds,  from  the  epiglottis,  or 
from  the  interarytenoid  fold  are  more  properly  described  as 
extrinsic.  This  division,  as  I  will  point  out  to  you  shortly,  is, 
when  operative  interference  is  contemplated,  of  great  clinical 
importance. 

Let  me  now  say  a  few  words  regarding  the  Sarcomata. 
These  tumours  are  constructed  on  the  type  of  embryonic  connec- 
tive tissue,  which  may  or  may  not  undergo  development  towards 
an  adult  form.  It  may  be  broadly  stated  that  the  more  closely 
the  tumour  resembles  in  structure  embryonic  connective  tissue, 
the  more  malignant  it  is  likely  to  be ;  in  other  words,  the 
malignancy  of  the  growth  is  in  an  inverse  ratio  to  the  develop- 
ment of  its  tissue  Thus  the  round-celled  sarcoma  is  more 
malignant  than  the  spindle-celled,  and  the  spindle-celled  more 
so  than  the  fibrous  or  fasciculated. 

Sarcomata  in  the  larynx  generally  originate  in  the  submucous 
connective  tissue,  rapidly  attain  a  considerable  size,  and  usually 
invade  all  the  structures  with  which  they  come  into  contact; 
as  a  rule  they  are  sessile,  smooth,  or  slightly  lobulated,  and 
commonly  they  are  covered  with  normal  mucous  membrane, 
but,  in  some  instances,  the  capillaries  on  the  surface  become 
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distended,  and  impart  to  the  membrane  a  dark  hue.  The 
surface  may  present  a  papillomatous  appearance,  but  deep 
ulceration  is  seldom  met  with  in  these  growths.  The  mode  of 
development  of  the  primary  growth  is  easily  foUowed,  and  the 
rapidity  of  its  increase  depends  upon  the  nature  of  its  histolo- 
gical elements.  When  it  is  soft  and  rich  in  cellular  elements, 
the  growth  is  rapid  and  the  tumour  vascular ;  whereas,  when 
its  texture  is  more  fibrous,  its  consistency  greater,  and  the 
cells  spindle-shaped,  the  increase  in  bulk  is  comparatively  much 
slower. 

Besides  rapid  growth,  one  of  the  most  pronounced  charac- 
teristics of  the  sarcomata  is  the  tendency  which  they  have  to 
continuously  invade  the  surrounding  tissues.    Masses  of  round 
or  spindle-shaped  embryonic  connective-tissue  cells  form  in,  and 
become  incorporated  with,  the  neighbouring  parts,  so  that,  in 
their  mode  of  growth,  they  closely  resemble  inflammatory  new 
formations.    The  tumour  moulds  itself  to  the  normal  tissues, 
but  at  the  same  time  the  cells  which  form  it  replace,  to  some 
extent,  the  histological  elements  of  the  existing  structures.  In 
the  sarcomata,  there  is  no  proper  stroma  of  connective  tissue,  so 
that  the  blood-vessels  are  in  immediate,  contact  with  the  cells. 
The  lymphatic  vessels  are  not  abundant,  and  consequently  the 
lymphatic  glands  have  little  tendency  to  become  enlarged,  and 
secondary  metastatic  formations  are  rarely  met  with  associated 
with  these  laryngeal  growths. 

Case  XVII.  (1) — Large  alveolar  sarcoma  of  larynx,  containing 
myeloid  cells  and  osseous  trabecular ;  death  from  exhaustion  on 
evening  of  admission. — When  the  patient  was  seen  for  the  first 
time,  he  stated  that  the  first  symptom  that  attracted  his  atten- 
tion, was  pain  in  the  region  of  the  larynx.  This  symptom,  he 
said,  had  been  present  for  about  twelve  weeks.  Within  the  last 
few  days,  however,  the  pain  had  commenced  to  radiate  to  the 
ears  and  lower  part  of  the  face.  During  the  first  few  weeks, 
there  had  been  no  great  interference  with  speech  or  respiration. 
About  six  weeks  previously  he  complained  of  difficulty  in  degluti- 
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tion  and  slight  dyspnoea,  and  since  that  time  the  symptoms  had 
gradually  become  more  marked,  so  that,  on  admission,  there 
was  almost  complete  aphonia,  unless  when  the  patient  made  a 
special  effort;  only  then  did  he  succeed  in  producing  a  vocal 
sound.  There  was  no  great  interference  with  the  passage  of 
air  through  the  larynx  during  inspiration,  and  expiration  was 
comparatively  free.  On  palpation  of  the  neck,  I  found  the 
larynx  to  be  distorted,  the  alas  of  the  thyroid  cartilage,  particu- 
larly the  left,  being  pressed  forwards,  and  away  from  the  middle 
line. 

On  laryngoscopic  examination,  the  tumour  appeared  as  an 
ill-defined  swelling,  occupying  chiefly  the  left  side  of  the  larynx, 
but  also  involving  the  right  vocal  cord,  and  the  base  of  the 
epiglottis.  The  opening  of  the  glottis  was  seen  to  be  con- 
siderably diminished  in  size,  and  pressed  to  the  right  side. 
The  aryteno-epiglottidean  folds  were  indurated  and  osdematous, 
and  the  base  of  the  epiglottis  was  so  swollen  that  it  was 
with  difficulty  that  the  interior  of  the  larynx  could  be  seen. 
The  mucous  membrane  of  the  larynx  was  smooth,  and  in 
no  part  was  there  any  evidence  of  recent  or  old  inflammatory 
changes. 

Whne  seen  at  the  dispensary,  the  patient  was  so  weak  and 
reduced  in  health  that  I  directed  him  to  be  admitted  into  the 
hospital  immediately,  not  only  on  account  of  the  disease  of  the 
larynx,  but  also  in  order  that  his  general  condition  might  be 
attended  to.  The  patient  was  admitted  at  once,  and,  when 
placed  in  bed,  the  house  physician  found  him  to  be  so  exhausted 
that  he  considered  it  advisable  not  to  submit  him  to  a  careful 
examination  at  that  time,  as  it  was  evident,  from  a  physical 
examination  of  the  chest,  that  he  was  suffering  from  hypostatic 
congestion  of  the  lungs.  The  patient  gradually  became  weaker, 
and  died  on  the  evening  of  admission. 

A  post-mortem  examination  showed  that  he  had  been  suffering 
from  chronic  tubular  nephritis;  dilatation  of  the  right  ventricle, 
and  hypertrophy  and  dilatation  of  the  left  ventricle,  without 
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valvular  disease;  hypostatic  congestion  of  the  lungs,  and  nutmeg 

liV0n  examination  of  the  larynx,  the  tumour  was  found  to  be 
about  the  size  of  a  walnut,  and  was  situated  between  the  ate  ot 
the  thyroid  cartilage  and  the  mucous  membrane  of  the  larynx, 
all  the  intervening  tissues  having  been  infiltrated  by  the  neo- 
plasm.   It  did  not  extend  above  the  thyroid  cartilage,  nor  below 
the  cricoid  cartilage,  on  its  posterior  aspect.    In  front,  however, 
it  passed  up  as  high  as  the  lower  third  of  the  epiglottis ;  and 
the  anterior  part  of  the  thyroid  cartilage  was  infiltrated  and 
perforated  by  the  tumour,  a  small  portion  of  which  was  found 
occupying  the  space  in  front  of  the  crico-thyroid  membrane. 
The  great  bidk  of  the  tumour  occupied  the  left  side  of  the 
larynx,  but  some  of  the  tissues  in  front  and  to  the  right  were 
also  found  to  be  invaded.    The  right  vocal  cord  particularly 
was  involved,  and  the  lower  third  of  the  epiglottis  measured 
fully  a  quarter  of  an  inch  in  thickness.    No  secondary  forma- 
tions were  discovered.    On  section,  the  substance  of  the  tumour 
was  found  to  be  of  an  uniform  moderately  firm  consistency,  and 
whitish-yellow  colour,  and  on  microscopic  examination  was  found 
to  present  the  characteristic  appearances  of  an  alveolar  sarcoma. 
The  tumour  possessed  a  distinctly  alveolar  arrangement,  some 
of  the  alveoli  being  occupied  by  three  or  four  embryonic  cells, 
while  others  contained  a  great  number  of  large  cells  closely 
resembling  epithelium  in  appearance.   At  some  parts,  the  tumour 
was  composed  of  simple  round  and  spindle-shaped  cells,  without 
any  distinct  tendency  to  an  alveolar  arrangement,  while  at  other 
parts  the  masses  of  cells  were  intersected  by  delicate  strands  of 
connective  tissue,  which  divided  the  cells  contained  in  the  larger 
alveoli  into  small  clusters.    At  one  part  of  the  section  examined, 
several  myeloid  cells  containing  numerous  nuclei  were  seen,  and, 
almost  at  the  same  point,  a  distinct  osseous  trabecula  was  found. 
The  trabecula  was  not-  situated,  as  far  as  could  be  discovered, 
close  to  or  in  contact  with  cartilage,  but  appeared  to  be  in  the 
substance  of  the  tumour.    This  is  the  only  part  where  the 
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eWnts  of  the  tumour  showed  a  tendency  to  form  osseous 

This  form  of  sarcoma  is  closely  related  to  the  carcinomata, 
and  it  is  frequently  extremely  difficult  to  declare  whether  such 
tumours  should  be  placed  amongst  the  sarcomata  or  the  car- 
cmomata.  The  principal  points  which  distinguish  this  form  of 
sarcoma  from  carcinomata  are  these :-(!)  the  stroma  and  the 
cells  are  intimately  interwoven;  (2)  the  blood-vessels  run 
amongst  the  cells,  and  in  the  stroma;  (3)  metastasis  is  usually 
by  the  blood-vessels;  and  (4),  as  a  rule,  the  lymphatics  are  not 
involved.  On  the  other  hand,  in  cancer,  the  stroma  and  ceUular 
elements,  which  are  epithelial  in  their  origin,  are  easily  separated 
from  one  another,  the  blood-vessels  run  in  the  stroma  only,  and 
metastasis  is  primarily  by  the  lymphatics.  Both  growths  are, 
however,  equaUy  malignant,  but  cachexia  is  seldom  observed  so 
early  in  the  sarcomata  as  in  the  cancers. 

A  specimen  in  the  Eoyal  Infirmary  Museum  is  of  historical 
interest,  and  was  placed  in  the  museum  by  my  predecessor,  the 
late  Dr  Foulis.    It  is  also  one  of  sarcoma,  but  not  precisely  the 
same  as  the  last  preparation.    It  is  the  first  larynx  excised  in 
this  country  for  malignant  disease.    On  examining  the  parts 
the  tumour  was  found  to  be  situated  on  the  under  surface 
of  the  left  vocal  cord,  and  formed  a  pendulous  mass,  which  hung 
into  the  trachea  as  far  as  the  first  ring.     From  the  upper 
part  of  the  tumour,  an  extension  had  taken  place  upward,  and  it 
presented  a  soft  pale  appearance.    Its  structure  was  that  of  a 
spindle-celled  sarcoma.    The  larynx  was  excised  by  Dr  Foulis 
on  September  10th  1877,  and  a  detailed  account  of  the  case  is 
given  in  the  Lancet  for  October  13th  1877,  and  January  26th 
1878. 

The  sarcomata  may  originate  in  any  part  of  the  larynx,  and 
may  attack  persons  of  any  age.  Dr  Wassermann1  has  collected 
thirteen  cases  of  sarcomata  of  the  larynx,  and  he  has  arranged 
them  in  the  following  table  according  to  age : — 

1  Uber  die  Exstirpation  des  Larynx,  Leipzig,  1889,  p.  25. 


SARCOMATA. 
Between  10  and  19  years,  2  cases  — 1  male,  1  female. 


89 


20 

„  29  , 

,  2 

30 

„  39 

40 

«  49 

,  3 

50 

„  59 

,  5 

60 
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12  men.  1  woman. 


Of  these  cases,  four  were  stated  to  be  spindle-celled  sarcomata, 
three  cases  were  round-celled  sarcomata,  one  case  was  an  adeno- 
sarcoma,  and  two  were  put  down  as  lympho-sarcomata. 


CHAPTER  VII. 

MALIGNANT  DISEASE  OF  THE  LAEYNX — Continued. 

Cancer  of  the  Larynx-Typical  case  of  Extrinsic  Disease-Cases  illus- 
trating Cancer  of  the  Larynx  in  various  stages  and  situations  :  i. 
Extrinsic;  2.  Intrinsic. 

Cancer  of  the  larynx  appears,  in  the  great  majority  of  cases 
as  epithelioma.  Medullary  cancer  comes  next  in  order  of 
frequency,  and  the  least  common  variety  is  scirrhus  or  hard 
cancer.  I  have  no  intention  at  present  of  entering  into  a 
detailed  discussion  of  the  various  forms  of  cancer  which  may 
affect  the  larynx.  By  doing  so,  I  would  occupy  more  space  than 
I  have  at  my  disposal ;  and,  besides,  I  think  it  better  to  refer  to 
specimens  and  cases. 

When  cancerous  disease  attacks  the  larynx,  it  is  usually 
limited  to  the  cavity,  and,  during  the  early  stages,  seldom 
extends  to  the  lymphatic  glands.    It  is  true  that  at  one  time  it 
was  believed  to  arise  not  in  the  larynx  itself,  but  in  the  parts 
close  to  it.    This,  however,  was  a  misconception ;  and  it  is  now 
a  recognised  fact  that  cancer  is  more  frequently  intrinsic  than 
extrinsic  in  its  origin.    In  many  cases,  it  is  impossible  to  decide 
precisely  where  the  disease  commenced,  but  this  is  not  a  matter 
of  great  clinical  importance ;  the  point  which  one  is  anxious  to 
make  out  is  not  whether  the  disease  has  its  origin  in  one  or  other 
part  of  the  larynx,  but  whether  it  is  limited  to  the  cavity  itself, 
or  has  extended  to,  or  originally  involved,  the  epiglottis,  the  base 
of  the  tongue,  the  aryteno-epiglottidean  folds,  or  the  oasophagus. 


EXTRINSIC  CARCINOMA.  9* 

In  the  cases  met  with  in  hospital  practice,  the  disease  is,  in 
many  instances,  so  far  advanced  before  admission^  that  it  is  not 
easy  to  ascertain  the  part  of  the  larynx  first  affected ;  but  by 
referring  to  the  literature  of  the  subject,  I  find  that,  of  the  parts 
external  to  the  larynx,  the  epiglottis  is  most  frequently  attacked, 
while  of  the  intrinsic  parts  the  vocal  cords  are  the  most  common 
seat  of  the  primary  nodule. 

Cancer  of  the  larynx  is  practically  a  disease  of  advanced  life, 
50  per  cent,  of  the  cases  occuring  between  the  ages  of  50  and  70  ; 
sarcoma,  on  the  other  hand,  is  a  disease  of  middle  life,  appearing 
usually  between  the  thirtieth  and  fiftieth  years. 

CaseXVIII.  (2).— Extrinsic  carcinoma  of  larynx  with  involvement 
of  lymphatic  glands.   Marked  relief  of  symptoms  by  tracheotomy— 
The  case  which  I  am  about  to  describe  illustrates  in  a  most 
typical  manner  the  symptoms  and  appearances  of  an  extrinsic 
epithelioma  of  the  larynx.    The  patient,  D.  M'K.,  aged  64,  sent 
to  me  by  Dr  Dickie  of  Strone,  was  admitted  to  the  Royal 
Infirmary.    At  that  time  he  was  only  able  to  speak  indistinctly, 
and  so  was  unable  to  give  a  very  accurate  account  of  his  illness. 
From  what  he  stated,  it  appeared  that  eighteen  months  before 
admission,  he  noticed  for  the  first  time  an  alteration  in  his 
voice,  unaccompanied  by  pain  during  either  phonation  or  degluti- 
tion.  The  alteration  in  the  voice  gradually  became  more  marked, 
and  was  accompanied  by  pain  in  front  of  the  larynx.  At  that  time, 
there  was  no  difficulty  in  swallowing  or  breathing.    It  was  not 
until  a  fortnight  before  admission  that  he  suffered  from  dyspnoea. 
This  symptom  appeared  very  suddenly,  and  was  associated  with 
a  severe  paroxysmal  cough  which  caused  him  considerable 
distress ;  so  much  so,  that  on  one  occasion  his  wife  feared  that 
he  would  die  from  suffocation.    On  admission  to  the  ward,  the 
obstruction  to  respiration  was  so  great  that  I  considered  it 
advisable  to  perform  tracheotomy  without  delay. 

As  the  patient  was  advanced  in  years,  and  the  clangers  of 
the  administration  of  a  general  anaesthetic,  such  as  ethidene 
dichloride,  chloroform,  or  ether,  were  considerable,  I  thought  it 
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advisable  to  avoid  their  use,  and  resolved  to  try  the  effect  of  a 

ot  cocain  Iherefore,  about  twenty  minutes  before  operating 
twenty  ininnns  of  the  solution  were  injected  under  the  skin  over' 

ndZh  ^       ^    ™S  °aUSed  C°mplete  M  — si 
and  tracheotomy  was  performed  with  as  much  deliberation  as  if 

the  patient  had  been  under  the  influence  of  chloroform.  Darin, 
the  operation  he  only  suffered  slight  discomfort,  no  actual  pain 
The  day  following  the  operation,  I  made  a  careful  laryngo- 
scopic  examination,  and  found  the  tumour  occupying  the  upper 
two-thirds  of  the  cavity,  and  attached  to  the  false  cords  on  the 
right  side.    The  growth  was  also  seen  to  extend  along  the  right 
aryteno-epiglottidean  fold,  to  the  base  of  the  epiglottis;  and  it 
stretched  across  the  cavity  so  far  that  respiration  by  the  mouth 
seemed  impossible.    The  upper  surface  of  the  tumour  was  ulcer- 
ated, and  covered  by  a  coating  of  gray  mucus  and  slough,  which 
when  removed,  exposed  an  irregular  surface  with  elevated  edges' 
A  few  days  after  the  trachea  was  opened  the  laryngeal 
obstruction  somewhat  subsided,  and  the  voice  improved  a  little. 
This  favourable  change  might  be  accounted  for  by  the  rest 
afforded  to  the  affected  parts. 

After  admission,  the  growth  increased  in  size  rapidly,  and 
soon  there  was  no  possibility  of  respiration  by  the  natural 
channel,  and  the  aphonia  was  complete.  When  I  first  examined 
the  patient,  it  was  with  difficulty  I  could  detect  any  enlargement 
of  the  lymphatic  glands ;  but  very  soon,  not  only  could  indur- 
ated glands  be  detected  at  the  side  of  the  thyroid  cartilage,  but 
there  was  also  a  chain  of  enlarged  glands  in  the  sublingual  region. 
The  patient  died  thirty-two  months  after  the  onset  of  the  disease. 

The  cases  now  to  be  described  illustrate  cancer  of  the  larynx 
in  its  various  stages  and  situations.  In  such  cases  it'  is  not  of 
great  clinical  value  to  determine  the  precise  site  of  the  origin  of 
the  disease ;  the  more  important  point  one  is  anxious  to  settle 
is, — Is  the  tumour  limited  to  the  laryngeal  cavity,  or  has  the 
morbid  process  originally  involved  or  extended  to  the  epiglottis, 
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the  base  of  the  tongue,  the  aryteno-epiglottidean  folds,  or  the 
oesophagus?  And,  further,  have  the  lymphatic  glands  become 
invaded  by  the  disease?  To  put  it  briefly,-Is  the  disease 
extrinsic  or  is  it  intrinsic?  A  case  described  (Case  2),  illus- 
trates the  former  class  of  diseases. 

In  intrinsic  carcinomata,  the  most  prominent  symptoms 
usually  are  alteration  in  the  voice,  and  obstruction  to  respira- 
tion. But  not  always  so.  When  the  tumour  is  situated  above 
the  vocal  cords,  even  though  it  is  intrinsic,  the  symptoms  just 
mentioned  may  not  be  present.    This  is  well  shown  in 

Case  XIX.  (3).— Small  intrinsic  epithelioma  of  larynx;  relief  of 
symptoms  for  two  months  by  tracheotomy;  thyrotomy  and  complete 
removal  of  tumour;  no  recurrence  fifteen  months  thereafter.— 

C.M'W  ,ffit.  50,consultedme  first  on  the  25th  of  October  1890, 

when  heinformed  me  that  he  had  been  suffering  from  slight  hoarse- 
ness during  the  last  ten  months.   The  affection  of  the  throat  came 
on  suddenly,  and  remained  till  the  present  time  without  inter- 
mission, but  sometimes  the  voice  was  a  little  clearer  than  at 
others.    The  patient  was  occupied  during  the  night  in  a  printing 
office,  and  on  rising  in  the  afternoon  he  frequently  experienced 
considerable  difficulty  in  speaking— the  aphonia  being  more 
marked  after  sleep  than  at  other  periods  of  the  day  or  night. 
There  was  no  dysphagia  or  dyspnoea,  and  the  patient's  health 
appeared  otherwise  good.    Examination  with  the  laryngoscope 
was  made  with  great  difficulty,  partly  on  account  of  the  great 
irritability  of  the  pharynx,  and  partly  as  a  consequence  of  the 
small  size  of  the  patient's  mouth,  and  the  position  of  the 
epiglottis.    The  epiglottis  was  unusually  large,  and  lay  back  so 
as  almost  to  touch  the  posterior  wall  of  the  pharynx.  After 
spraying  the  parts  with  a  solution  of  cocain,  the  epiglottis  was 
dragged  forward,  and  a  view  of  the  larynx  obtained  with  diffi- 
culty.   The  mucous  membrane  of  the  larynx  was  found  to  be 
deeply  congested,  and,  occupying  the  anterior  third  of  the  left 
vocal  cord,  and,  about  an  eighth  of  an  inch  of  the  right,  there 
was  a  small  warty-looking  growth  which  I  took  to  be  an  epithe- 
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lioma.  How  far  the  tumour  extended  below  the  cords  could 
not  be  made  out.    The  lymphatic  glands  were  not  involved 

On  the  9th  of  November  I  performed  tracheotomy,  as  it  was 
found  impossible,  on  account  of  the  very  irritable  condition  of 
the  larynx,  to  remove  the  growth  or  a  portion  of  it  by  laryngeal 
forceps.     Soon  after  the  tracheotomy  was  performed,  a  con- 
siderable improvement  was  observed  in  the  condition  of  the 
larynx :  the  hyperemia  subsided,  and  during  the  months  of 
November  and  December  the  tumour  perceptibly  diminished  in 
size,  so  much  so,  that  I  had  some  doubt  as  to  the  accuracy  of  my 
first  diagnosis.    There  was  no  history  of  syphilis,  but  for  diag- 
nostic purposes  I  placed  the  patient  upon' iodide  of  potassium. 

In  the  beginning  of  January  I  asked  Dr  Joseph  Coats,  who 
sent  the  case  to  me,  to  examine  the  larynx  again,  and  on  doing 
so  he  agreed  with  me  regarding  the  improvement  that  had 
taken  place  during  the  last  two  months.  The  patient  was  also 
satisfied  that  he  could  speak  more  clearly  and  with  greater  ease. 
The  tracheotomy  tube  was  retained. 

On  the  7th  of  February  I  again  saw  the  patient,  and  he 
informed  me  that  since  his  last  visit  he  had  suffered  from  a 
severe  cold,  associated  with  much  coughing,  and  a  moderate 
amount  of  expectoration.    At  that  time,  the  voice  was  decidedly 
worse  than  on  any  previous  occasion,  and,  on  making  a  laryngo- 
scopy examination,  the  mucous  membrane  was  found  to  be 
deeply  injected,  and  the  tumour  was  considerably  increased  in 
size.    There  was,  however,  no  dyspnoea.    Apart  from  the  throat 
affection  the  patient  enjoyed  perfect  health.    I  therefore  resolved 
to  remove  the  tumour  by  thyrotomy,.  and  Dr  Coats  concurred  in 
my  view  that  it  was  the  proper  treatment.    On  the  13th  of 
February  the  patient  was  placed  under  chloroform,  the  vapour 
being  administered  through  the  tracheotomy  tube.    When  the 
patient  was  anaesthetised,  an  attempt  was  made  to  introduce  a 
Trendelenburg's  tampon-cannula,  but  it  produced  such  violent 
spasm  of  the  trachea  and  bronchial  tubes  that  it  was  at  once 
withdrawn.    I  then  endeavoured  to  employ  a  Hahn's  sponge 
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tracheal  tube  with  the  same  result.    The  tracheotomy  cannula 
was  then  replaced,  and,  to  the  inner  tube  of  it,  an  elastic  tube, 
six  inches  long,  was  attached,  so  as  to  permit  the  anesthetic 
being  administered  at  a  little  distance  from  the  operator.  An 
incision  was  then  made  in  the  middle  hue  in  front  from  the 
hyoid  bone  to  the  upper  edge  of  the  cricoid  cartilage;  after 
exposing  the  thyroid  cartilage  and  the  thyro-hyoid  membrane, 
the  cavity  of  the  larynx  was  opened  with  a  strong  pair  of 
scissors,  and  a  small  sponge,  with  a  thread  attached,  was  placed 
in  the  trachea  above  the  tracheotomy  tube.    This  effectually 
prevented  any  blood  from  passing  downwards.    The  two  sides 
of  the  larynx  were  held  widely  apart  with  blunt  hooks,  and  a 
very  good  view  of  the  growth  was  got  by  illuminating  the 
larynx  with  a  forehead  electric  light.    The  disease  was  more 
extensive  than  was  suspected,  so  that  I  had  not  only  to  remove 
the  left  vocal  cord  and  the  anterior  half  of  the  right  cord,  but 
also  a  considerable  portion  of  the  mucous  membrane  below  the 
cords.    This  was  done  by  scissors,  and  the  cut  surface  was  freely 
cauterised  with  the  electric  cautery.    The  small  sponge  was 
then  withdrawn,  the  larynx  cleansed,  powdered  with  iodoform, 
and  plugged  with  gauze.    On  the  following  day,  the  gauze  was 
removed,  and  a  careful  examination  of  the  larynx  made  through 
the  wound,  but  no  remnant  of  the  tumour  was  discovered.  A 
microscopic  examination  of  the  growth  by  Dr  Coats  showed  it 
to  be  a  squamous-celled  epithelioma.    The  patient  was  fed  for 
the  first  four  days  by  an  oesophageal  tube,  and  he  was  kept  as 
much  at  rest  as  possible.    No  sutures  were  employed,  but  the 
two  sides  of  the  wound  were  brought  together  and  kept  in 
position  by  sticking  plaster.    The  patient  made  a  most  satis- 
factory recovery,  and  can  now  speak  clearly,  the  false  cords 
having  taken  up  the  function  of  the  true  cords.    The  patient  is 
free  from  discomfort,  and  has  been  following  his  occupation  for 
the  last  twelve  months  (March  1892).  Now,  thirteen  months  after 
the  operation,  the  larynx  is  quite  healthy  in  appearance,  with 
the  exception  of  the  absence  of  the  true  cords,  which  is  com- 
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pensated  for  in  a  remarkable  degree  by  the  false  cords-  the 


voice  is  good 


I  may  mention  another  case  of  intrinsic  carcinoma  of  the 
larynx,  one  in  which  I  performed  complete  laryngectomy. 

Case  XX.  (4).— Intrinsic  carcinoma  of  larynx;  complete  excision 
of  larynx;  no  local  recurrence  in  throat,  but  involvement  of 
lymphatic  glands  a  year  after  operation,  and  death  from  exhaus- 
tion in  twenty-first  month.-The  patient  first  noticed  a  slight 
hoarseness  in  speaking,  which  was  unaccompanied  by  pain 
or  by  any  difficulty  in  swallowing  or  breathing.    The  hoarseness 
commenced  about  November  1882,  and  continued  until  the 
following  summer,  when  some  improvement  took  place,  but  he 
was  not  certain  whether  the  voice  regained  its  former  condition 
or  not.     The  following  winter  (1883-84)  his  throat  again 
troubled  him,  became  worse  than  during  the  preceding  year, 
and  since  then  the  disease  has  gradually  developed  to  the  present 
condition.    He  also  complained  of  pain  over  the  larynx,  extending 
upwards  to  the  left  ear,  but  not  increased  by  palpation.  Aphonia 
was  complete,  and  there  was  slight  difficulty  in  deglutition. 
Digital  examination  externally  did  not  reveal  any  alteration  in 
the  size  or  form  of  the  larynx,  or  enlargement  of  the  lymphatic 
glands.     The  epiglottis  was  practically  normal,  but  the  aryteno- 
epiglottidean  folds  were  slightly  thickened,  and  the  mucous 
membrane  of  the  upper  part  of  the  larynx  was  hyperamnc.  On 
the  left  side,  midway  between  the  arytenoid  cartilage  and  the 
thyroid  attachment  of  the  false  cord,  there  was  a  deep  ulcer 
with  a  sharply  defined  edge  anteriorly,  but  posteriorly  the  edge 
was  rounded,  and  the  mucous  membrane  covering  it  presented 
a  warty  appearance.    On  the  right  side,  the  mucous  membrane 
was  considerably  thickened  over  the  false  cord ;  the  true  vocal 
cords  were  completely  destroyed  by  a  large  ulcer,  which  extended 
down  as  far  as  the  lower  margin  of  the  thyroid  cartilage,  and  pre- 
sented the  characteristic  appearance  of  an  advancing  epithelioma. 

Tracheotomy  was  performed  on  the  14th  of  January  1886,  and 
a  fortnight  afterwards  the  entire  larynx  was  removed. 
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When  dismissed  from  the  ward  the  patient  wore  an  artificial 
phonatory  apparatus.  His  articulation  was  wonderfully  good, 
and,  except  for  its  monotony,  was  not  distinguishable  from  his 
natural  voice.  The  vowels  were  pronounced  with  perfect 
clearness,  both  when  he  spoke  in  a  whisper  with  the  reed  out, 
or  when  he  attempted  phonation.  The  reed  remained  silent 
during  ordinary  expiration  and  inspiration,  but  when  the  patient 
rnade°a  slight  effort  the  reed  was  thrown  into  vibration,  and  a 
pure  note  was  produced  which  became  modified  in  the  buccal 
cavity  into  articulate  speech.  He  was  able  to  swallow  both 
solid  and  fluid  food  without  difficulty.  On  laryngoscopic 
examination  all  the  parts  were  found  to  be  perfectly  normal  and 
free  from  inflammatory  changes,  and  the  patient  was  able  to 
follow  his  regular  occupation  (that  of  a  confectioner)  without 
inconvenience. 

During  the  following  summer  he  enjoyed  good  health,  and 
gained  fully  two  stones  in  weight.  Until  Christmas  of  1886 
repeated  examinations  failed  to  reveal  anything  abnormal.  At 
that  time  I  had  an  opportunity  of  making  a  careful  examination, 
and  detected  a  suspicious  swelling  about  the  size  of  a  walnut, 
situated  below  the  angle  of  the  jaw  on  the  left  side.  There  was 
no  evidence  of  disease  in  the  throat,  and  the  patient  had  no 
difficulty  in  swallowing  or  breathing,  and  his  general  health 
was  unimpaired.  The  swelling  in  the  neck  continued  to  increase 
till  midsummer  of  1887,  when  I  discovered  that  softening  had 
taken  place  and  that  a  cyst  had  formed.  On  evacuation,  the  cyst 
was  found  to  contain  seven  ounces  of  dark  brown  fluid  in  which 
were  suspended  numerous  fatty,  irregularly  shaped  epithelial  cells. 
After  the  cyst  was  opened,  the  patient  experienced  some  relief, 
but  by  August,  he  complained  of  considerable  difficulty  in 
swallowing  on  account  of  increase  in  the  swelling  in  the  neck. 
Owing  to  the  great  difficulty  he  had  in  taking  food  and  the 
continuous  discharge  from  the  cyst,  the  patient  emaciated 
rapidly,  and  died  from  exhaustion  on  the  2nd  November  1887, 
twenty-one  months  after  laryngectomy  was  performed.    As  far 
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as  I  could  ascertain  there  was  no  recurrence  of  the  tumour  in 
the  throat  nor  evidence  of  involvement  of  internal  organs. 

In  connection  with  these  cases  of  intrinsic  carcinoma,  and  in 
contrast  to  Case  2,  I  may  now  describe  two  cases  of  extrinsic 
disease.  They  are  by  no  means  typical  cases-quite  the 
contrary.  They  are  quoted  to  show  how  far  the  symptoms  of 
the  disease  may  depart  from  those  usually  described. 

Case  XXI.  (5).— Extrinsic  epithelioma  of  the  larynx,  with  no 
characteristic  symptoms.-Mrs.  M.,  aged  thirty-eight,  was  admitted 
to  the  Throat  Ward  on  the  20th  September  1887,  complaining 
of  a  "soreness  in  her  throat  which  interfered  with  swallowing" 
and  stated  that  during  the  last  two  months  occasional  attacks 
of  hoarseness  had  occurred,  but  as  a  rule  her  voice  was  good  and 
clear.  Her  general  health  had  not  been  robust  for  the  last 
two  years,  but  during  that  period  she  had  not  suffered  from  any 
definite  illness,  and  it  was  only  within  the  last  six  months  that 
her  throat  had  troubled  her. 

In  April  of  that  year,  the  patient  suffered  from  what  she  believed 
to  be  "  an  ordinary  sore  throat,"  which  she  thought  would  "  go 
away  in  a  short  time."  This  attack  of  "  sore  throat "  manifested 
itself  by  painful  deglutition,  and  slight  dyspnoea,  especially  when 
she  lay  upon  her  right  side;  there  was  no  cough,  and  any 
alteration  there  might  be  in  the  voice  was  barely  perceptible. 
In  a  few  days  the  acute  symptoms  subsided,  but  since  then  she 
always  has  been  conscious  of  the  presence  of  "  something  in  her 
throat,"  and  has  had  more  or  less  difficulty  in  swallowing.  Until 
her  admission  to  the  hospital  these  were  the  only  symptoms. 
On  laryngoscopic  inspection  an  epithelioma  was  observed  in- 
volving the  upper  portion  of  the  larynx  from  the  right 
arytenoid  cartilage,  along  the  right  aryteno-epiglottidean  fold  to 
the  tip  of  the  epiglottis.  The  mucous  membrane  extending  from 
the  base  of  the  epiglottis  to  the  right  side  of  the  tongue  was 
considerably  thickened,  and  the  right  tonsil  was  probably  also 
involved  in  the  disease.   Several  of  the  submaxillary  and  cervical 
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glands  were  enlarged,  but  not  painful.  Died  5th  November 
1887. 

Case  XXII.  (6).— Large,  extrinsic  carcinoma  of  the  larynx, 
oesophagus,  and  lymphatic  glands,  with  few  marked  symptoms 
during  early  stage  of  disease.  This  case  is  remarkable  in  that, 
during  the  early  stage  of  the  disease,  symptoms  were  almost 
entirely  absent.  E.  D.,  aged  forty-nine,  was  admitted  to  the 
ward  on  account  of  a  difficulty  he  had  in  swallowing,  which  he 
attributed  to  a  swelling  which  occupied  the  left  side  of  the  neck. 
The  patient  was  unable  to  give  any  very  definite  history  of 
his  illness,  but  as  far  as  could  be  gathered  from  his  statements 
it  appears  that  he  had  no  pain  or  trouble  in  swallowing  till  about 
a  month  before  admission,  when  the  swelling  in  the  neck 
appeared.  At  first  the  dysphagia  was  slight,  but  rapidly  became 
so  marked  that  by  the  time  he  came  to  the  hospital  he  was 
unable  to  swallow  solids,  although  still  able  to  take  semi-fluid 
and  fluid  food  with  comparative  ease.  Occasionally,  during  and 
after  meals,  he  suffered  from  severe  paroxysms  of  coughing, 
apparently  as  a  consequence  of  the  passage  of  food  into  the 
larynx  or  trachea.  At  other  times,  the  cough  was  seldom 
distressing,  and  was,  for  the  most  part,  voluntary :  there  was  no 
dyspnoea,  little  expectoration  or  pain,  and  the  voice  was  not 
much  altered  from  the  normal.  The  laryngoscope  revealed  the 
presence  of  a  large  ulcerating  epithelioma  on  the  upper  and  back 
part  of  the  larynx.  The  growth  was  limited  to  the  upper  third 
of  the  posterior  aspect  of  the  larynx,  and  extended  downwards 
on  the  anterior  wall  of  the  oesophagus.  During  phonation,  the 
movements  of  the  vocal  cords  were  not  interfered  with,  but 
during  deep  inspiration  they  were  not  abducted  completely  on 
account  of  the  induration  and  thickening  of  the  parts  behind  the 
larynx.  Several  of  the  cervical  lymphatic  glands  were  enlarged, 
and  on  the  left  side  of  the  neck  there  was  a  hard  oval  swelling; 
the  size  of  a  hen's  egg,  firmly  adherent  to  the  deep  structures, 
but  not  to  the  skin. 

These  four  cases  illustrate  several  important  facts  connected 
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with  malignant  laryngeal  neoplasms.    Perhaps  the  most  obvious 
of  these  is  that  the  subjective  evidences  of  the  existence  of  a 
tumour  depend  more  upon  its  site  than  upon  its  size.    In  the 
case  last  referred  to,  the  tumour  must  have  existed  for  months 
without  giving  rise  to  any  complaint  on  the  part  of  the  patient 
and,  as  a  matter  of  fact,  it  was  only  when  the  disease  had 
extended  to  the  cervical  lymphatic  glands  that  he  suffered  any 
inconvenience,  and  this  only  consisted  in  slight  difficulty  in 
swallowing  solid  food.    It  is  to  be  observed  that  in  this  case 
the  disease  was  limited  to  the  upper  and  posterior  part  of  the 
larynx.     In  Case  5,  where  the  tumour  extended  along  the 
aryteno-epiglottidean  fold  and  involved  the  epiglottis,  the  patient 
was  more  liable  to  attacks  of  acute  laryngeal  and  pharyngeal 
catarrh,  during  which  deglutition  was  painful,  and  breathing 
slightly  impeded.    At  other  times,  during  the  first  five  months 
of  the  disease,  she  suffered  little  inconvenience,  the  most  signi- 
ficant fact  being  her  consciousness  of  the  presence  of  a  foreign 
body  in  her  throat. 

In  Case  No.  3  the  epithelioma  occupied  the  left  vocal  cord,  and 
there  was  also  considerable  inflammatory  congestion,  which 
accounted  for  the  marked  aphonia.  But,  because  of  the  small 
size  of  the  tumour  there  was  no  dysphagia  or  dyspnoea. 
In  Case  No.  4  the  epithelioma  was  large  in  size,  and  the  symptoms 
were  more  marked,  viz.,  complete  aphonia,  difficulty  in  deglu- 
tition, pain  in  the  larynx  and  in  the  left  ear,  and  occasional 
slight  dyspnoea. 


CHAPTER  VIII. 

MALIGNANT  DISEASE  OF  THE  LAEYNX  Continued. 

Diagnosis  of  the  presence  of  a  Tumour,  and  of  its  nature— Advantages 
and  dangers  of  removing  portions  of  a  Tumour  for  diagnostic  pur- 
poses—Diagnosis of  Malignant  Tumours— Prognosis. 

We  now  come  to  the  discussion  of  the  general  question  of 
diagnosis  of  neoplasms  of  the  larynx,  and  the  two  points  we 
have  to  determine  are,  first,  Is  there  a  tumour  in  the  larynx  ? 
and  second,  If  so,  what  is  its  nature?  For  diagnostic  purposes, 
symptoms  arising  from  functional  disturbance  are,  when  taken  by 
themselves,  not  of  much  value ;  thus,  we  may  have  all  the  subjec- 
tive symptoms  of  tumour  present  without  the  existence  of  any  new 
formation;  and,  on  the  other  hand,  a  neoplasm  may  occupy 
the  larynx  for  years  without  being  suspected.  It  is  only  by  a 
laryngoscopic  examination  that  it  is  possible  to  be  certain 
whether  or  not  the  laryngeal  symptoms  are  due  to  the  presence 
of  a  tumour.  There  are  five  methods  which  we  may  adopt  in 
the  diagnosis  of  tumour.  These  are :  first,  the  employment  of 
the  laryngeal  mirror;  second,  passing  the  laryngeal  sound  or 
probe;  third,  palpating  the  larynx  externally,  or  passing  the 
finger  through  the  mouth ;  fourth,  auscultation  and  percussion  ; 
and,  fifth,  microscopic  examination  of  a  portion  of  the  growth 
removed  by  the  endolaryngeal  method.  By  the  first  method, 
namely,  the  laryngeal  mirror,  we  can  make  out  the  relationship 
of  parts,  the  situation,  the  colour,  and  the  general  appearances 
of  the  new  formation ;  but,  by  the  reflected  image  alone,  it  is 
difficult  to  estimate  the  consistency,  or  establish  the  situation 
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and  sea   ot  origin  of  the  growth.    For  this  purpose  we  must 

uutr  uf  T86"1  Pr°be  W  8°md '  *  *  ^ 
mour  may  be  precisely  ascertained.    Auseultatiou  aud  per 

ueeren  have  both  beeu  employed  in  the  diagnosis  of  laryngell 

amours,  but  the  results  are  unsatisfactory  as  oompared  w  tl 

ttose  derive  from  the  methods  I  have  just  mentioned,  and  5 

are  now  seldom  resorted  to.    Palpation  externally  may  reveal 

of  he  ate  of  the  thyroid  cartilage,  or  of  the  oriooid  and  thyroid 
callages,  may  be  ascertained;  and  infiltration  or  inflammatory 
enlargement  o  the  lymphatic  glands,  as  well  as  perforation  of 
th. ^cartilages  by  the  tumour  tissue,  may  be  discovered.  If  in 
add!  ion  to  palpation  externally,  the  larynx  be  amesthetised, 
and  the  finger  be  introduced  into  the  fauces  or  upper  part  of  the 
arynx,  points  of  considerable  importance  may  be  elucidated ; 
the  consistency  and  extent  of  the  tumour,  and  the  firmness  of  its 
attachments  to  neighbouring  parts  may  be  ascertained,  and 
the  observations  made  by  the  laryngeal  mirror  and  probe  cor- 
roboratecl. 

To  assist  in  diagnosing  the  exact  nature  of  a  tumour  there 
is  no  method  more  certain  than  removing  a  small  portion 
of  the  growth,  and  submitting  it  to  microscopic  examination 
But  unfortunately  this  method  of  investigation  has  its  dangers 
as  well  as  its  advantages,  as  illustrated  by  the  following  cases, 
which  show  the  danger  of  rapid  dissemination  of  cancer  foUowing 
partial  removal  of  the  growth. 

Case  XXIII.  (7).— Intrinsic  epithelioma  of  left  false  cord; 
removal  of  portion  for  diagnostic  purposes;  rapid  increase  in  size 
of  tumour,  and  involvement  of  lymphatic  glands.— Without  enter- 
ing into  detail  it  may  be  stated  briefly  that,  when  first  seen,  the 
malignant  growth  was  strictly  limited  to  the  cavity  of  the 

larynx.    I  advised  the  patient,  D.  K  (private  patient),  who 

was  sixty  years  of  age,  and  came  under  my  care  in  1889, 
to  heave  the  tumour  removed  by  partial  laryngectomy;  but, 
before  resorting  to  the  operation,  I  was  naturally  anxious  to 
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confirm  my  opinion  respecting  the  nature  of  the  growth  by  an 
examination  of  microscopic  sections,  telling  the  patient  at  the 
same  time  that,  if  a  radical  operation  were  to  be  done,  he  must 
submit  to  it  immediately  after  the  sections  were  examined. 
This  he  promised  to  do.    The  growth,  which  was  situated  on 
the  left  false  cord,  and  about  the  size  of  a  horse-bean,  seemed  to 
be  an  epithelioma.    The  patient  was  duly  informed  of  this  fact, 
and  was  urged  to  have  the  operation  of  partial  laryngectomy 
performed  at  once.    But,  instead  of  agreeing  to  this,  he  insisted 
upon  waiting  for  at  least  a  month,  stating  that  he  had  affairs  of 
importance  to  attend  to.    Ten  clays  after  the  intra-laryngeal 
operation,  a  swelling,  about  the  size  and  form  of  half  a  horse- 
bean,  was  discovered  over  the  left  superior  cornu  of  the  thyroid 
cartilage.    This  ultimately  proved  to  be  a  carcinomatous  lym- 
phatic gland. 

Case  XXIV.  (8). — Carcinoma  of  posterior  third  of  right  vocal 
cord  resembling  in  history  and  appearance  a  papilloma ;  partial 
removal  by  forceps ;  rapid  increase  of  tumour  and  involvement  of 
lymphatic  glands.— A  female,  aged  fifty,  suffered  from  a  tumour 
on  the  posterior  third  of  the  right  vocal  cord,  about  the  size  of 
an  orange  seed.  To  the  naked  eye,  the  tumour  presented  the 
appearance  of  an  inflamed  papilloma,  the  mucous  membrane 
was  deeply  injected,  and  the  history  of  the  case,  a  very  chronic 
one,  favoured  the  diagnosis  of  papilloma  rather  than  of  epithe- 
lioma. The  patient  was  a  nervous,  excitable  woman,  and  was 
extremely  anxious  about  her  condition.  She  had  little  or  no 
discomfort  or  pain,  save  that  arising  from  a  sense  of  the  foreign 
body  in  the  throat.  There  was  no  lymphatic  involvement,  or 
pain  on  manipulation.  From  the  uncertainty  of  the  diag- 
nosis, I  was  led  to  remove  a  small  fragment  of  the  growth, 
which  presented  the  microscopic  appearances  of  a  papilloma, 
without  the  least  likeness  to  the  structure  of  an  epithelioma. 
Shortly  after  this  I  removed  a  larger  portion  under  the  belief 
that  the  disease  was  benign,  and  that  it  might  be  cured  by  an 
intra-laryngeal  operation.     Following  the  second  operation  a 
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diffuse  swelling  appeared  in  the  neck,  not  limited  so  as  to 
sugges^an,  infection  of  lymphatic  gland,     Seventl  1  a 
ate  the  mtra-laryngeal  operation,  this  diffuse  swelling  sub 
sided,  and  revealed  two  enlarged  lymphatic  glands  one  on 
-ther  side  of  the  thyroid  cartilage.     At  first  this  we" 
apposed  to  be  due  to  inflammatory  changes,  but  the  subsequent 
course  of  the  case  proved  them  to  be  carcinomatous  in  their 
nature  ;  and  the  growth  within  the  larynx,  which,  on  examina- 
t  on  of  the  first  specimen,  was  believed  to  be  a  papilloma 
ultimately,  on  examination  of  subsequent  specimens,  proved  to' 
be  epithelioma,  and  the  patient  died  from  the  disease 

No  one  can  deny  the  importance  of  an  early  diagnosis,  hence  it 
does  not  devolve  upon  me  to  urge  the  necessity  for  it.    But  while 
this  is  so,  I  feel  it  to  be  a  matter  of  very  grave  importance  to 
recognise  the  dangers  which,  I  have  found  by  very  unpleasant 
experience,  may  result  from  partial  removal  of  carcinomatous 
growths.    AU  who  have  had  any  experience  of  laryngeal  cancer 
must  have  become  assured  of  the  fact  that  the  tumour,  when 
intrinsic  in  its  origin,  and  not  interfered  with  by  instrumenta- 
tion, may  remain  limited  to  the  cavity  of  the  larynx  for  a 
considerable  time  before  secondary  manifestations  show  them- 
selves.   Yet  this  is  no  reason  for  delay;  on  the  contrary,  if 
thyrotomies  and  laryngectomies  are  justifiable,  it  is  only  on  the 
belief  that  cancer  is  primarily  a  local  disease,  which  may  be 
totaUy  eradicated  if  the  operation  is  performed  at  a  sufficiently 
early  date.    But  while  on  the  one  hand  intra-laryngeal  excision 
for  microscopic  purposes  clears  up  the  diagnosis  in  laryngeal 
carcinoma,  it  also  exposes  the  patient  to  very  serious  dangers  by 
increasing  the  rapidity  of  secondary  new  formations.  The 
incision  of  a  cancerous  growth,  or  its  partial  removal,  has  justly 
been  regarded  as  a  most  dangerous  procedure,  probably  because 
the  absorption  of  the  infected  material,  whatever  its  nature  may 
be,  takes  place  rapidly  from  a  wounded  surface.    For  instance, 
judging  from  my  experience  of  other  similar  cases,  I  should  say 
that  neither  in  Cases  7  nor  8  would  the  lymphatic  glands  have 
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become  involved  for  months,  had  I  not  removed  portions  of  the 
growth  with  forceps.  In  both  instances,  the  tnmonr  was  limited 
in  size,  and  in  both,  within  a  very  short  time  after  the  mtra- 
laryngeal  operation,  the  lymphatic  glands  became  involved. 

In  diagnosing  cancer  within  the  larynx  the  surgeon  practicaUy 
can  bring  only  one  sense,  that  of  sight,  to  bear  on  the  diagnosis, 
and  for  this  reason  he  has  been  driven  to  employ  a  method  of 
investigation  which  he  would  not  consider  justifiable  when  the 
cancerous  growth  is  situated  in  external  parts.  It  is  only 
after  a  large  experience  that  one  is  in  a  position  to  diagnose 
with  certainty  cases  not  characteristic,  and  I  feel  assured  that 
if  we  were  as  careful  to  record  our  inaccurate  diagnoses  as 
we  are  to  bring  forward  accurate  ones,  it  would  be  found 
that  intra-laryngeal  interference  with  malignant  growths  has 
shortened  the  lives  of  many  unfortunate  sufferers.  While 
conscious  of  the  value  of  removing  portions  of  a  laryngeal 
neoplasm  for  diagnostic  purposes,  I  desire  to  express  my  strong 
conviction  that  it  should  not  be  resorted  to  in  cases  suspected 
to  be  cancer  unless  the  patient  is  willing  to  have  a  radical  opera- 
tion performed  immediately  after  the  diagnosis  is  completed. 

I  do  not  think  it  necessary  to  discuss,  nor  even  to  indicate 
briefly,  the  points  which  distinguish  the  products  of  tuberculosis, 
syphilis,  and  lupus,  from  non-inflammatory  neoplasms. 

Having  now  discussed  the  above  mentioned  general  questions 
in  diagnosis,  we  now  come  to  consider  the  more  minute  differ- 
ences which  distinguish  one  variety  of  tumour  from  another.  It 
is  almost  impossible  to  lay  down  any  hard  and  fast  rules,  nor 
will  I  attempt  to  do  so,  but  the  following  circumstances  are 
worthy  of  attention,  as  distinguishing  malignant  from  non- 
malignant  growths. 

In  the  former,  especially  in  round-celled  sarcoma  and  in  soft 
cancer,  the  development  of  the  symptoms  and  the  growth  of 
the  tumour  are  rapid ;  whereas  in  the  latter,  as  a  general  rule, 
the  symptoms  remain  stationary,  or  nearly  so,  for  a  considerable 
time,  often  for  years  and  the  increase  in  the  bulk  of  the  neo- 
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plasm  is  practically  imperceptible.    One  exception  to  the  slow 
growth  of  benign  tumours  is  papilloma,  which,  in  many  in- 
stances, grows  with  considerable  rapidity.    When  the  larynx 
is  the  seat  of  a  benign  growth,  the  mucous  membrane  may  be 
hyperaemic,  or  slightly  thickened  by  chronic  catarrhal  changes  but 
is  not  usuaUy  otherwise  altered  in  appearance ;  whereas  in  malig- 
nant disease,  especially  in  cancer,  not  only  is  the  tumour  ulcerated 
itself,  but  the  mucous  membrane  is  indurated,  infiltrated  with 
inflammatory  products,  and  not  uncommonly  marked  by  erosions. 
Again,  in  cancerous  disease,  or  when  the  larynx  is  occupied  by 
a  soft  round-celled  sarcoma,  haemorrhage  may  be  a  prominent 
symptom,  especially  if  the  patient  suffer  from  paroxysms  of  cough- 
ing.   This  symptom  is  seldom  present  in  non-malignant  disease. 
Unless  the  larynx  be  the  seat  of  prolonged  and  intense  inflamma- 
tion, enlargement  of  the  lymphatic  glands  may  be  regarded  as 
pathognomonic  of  cancer.    In  the  sarcomata  the  glands  are  not 
affected.    Another  symptom  which  makes  one  very  suspicious 
of  cancer  is  pain,  at  first  limited  to  the  larynx,  but  subsequently 
radiating  to  the  ear,  cheek,  and  neck,  on  the  affected  side. 
In  the  early  stages  of  the  disease  it  is,  in  many  cases,  very  diffi- 
cult to  come  to  a  definite  diagnosis.    This  is  especially  the  case 
in  the  sarcomata.    Associated  with  these  tumours,  you  have  not 
the  distinctive  symptoms,  subjective  or  objective,  that  are  present 
in  the  carcinomata.    The  patient  seldom  complains  of  pain; 
there  is  no  enlargement  of  the  lymphatic  glands,  or  ulceration 
of  the  surface  of  the  tumour ;  but  still  the  tumour  is  malignant, 
and  the  patient  incurs  almost  as  great  a  risk  to  life  as  if  he  were 
the  subject  of  a  cancerous  growth.    Some  growths  which  are 
homologous  in  their  origin — for  example,  the  papillomata  and 
adenomata,  may,  at  a  later  period  of  life,  become  heterologous, 
and  develop  signs  of  malignancy. 

The  diagnosis  of  intrinsic  from  extrinsic  tumours  is  important, 
when  we  have  to  deal  with  malignant  neoplasms — so  important, 
that  I  will  not  apologise  for  repeating  some  statements  which  I 
have  already  made.    By  the  term  intrinsic,  we  mean  to  convey 
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the  idea  that  the  growth  is  strictly  limited  to  the  laryngeal 
cavity.  When  this  is  the  case,  the  prominent  symptoms  are 
aphonia  and  dyspnoea.  The  lymphatic  glands  are  seldom 
affected;  as  a  rule,  cachexia  is  not  a  prominent  feature  during 
the  earlier  stages  of  the  disease,  and  dysphagia  is  not  a  common 
symptom.  In  patients  suffering  from  extrinsic  growths,  on  the 
other  hand,  aphonia  is  not  usually  present  at  the  commencement 
of  the  disease,  and,  indeed,  there  may  be  only  slight  alteration 
in  the  voice;  while  dysphagia  is,  as  a  rule,  present  as  soon  as 
the  growth  has  reached  any  considerable  size.  Pain  in  the 
larynx  and  pharynx,  extending  round  the  neck  and  to  the  ear  of 
the  affected  side,  is  more  characteristic  of  extrinsic  than  of 
intrinsic  new  formations.  In  the  former,  the  glands  also  are  in- 
volved at  an  early  period,  and  cachexia  is  usually  pronounced. 

I  now  pass  to  consider  the  question  of  prognosis.  In  pre- 
laryngoscopic  times  the  fact  of  a  tumour  being  malignant  or  not 
was  not  of  the  same  importance  to  the  patient  as  it  is  now; 
because,  in  former  times,  if  the  tumour  had  a  tendency  to  in- 
crease to  such  an  extent  as  to  cause  obstruction  to  respiration, 
death  was  almost  certain  to  result,  whether  the  tumour  were  of 
one  class  or  of  the  other.  Previously  to  the  middle  of  this  cen- 
tury, there  were  few  cases  of  successful  extirpation  of  benign 
tumours,  and  surgeons  looked  upon  all  tumours  of  the  larynx  as 
clinically  malignant.  Certainly  this  was  true  from  a  strictly 
clinical  point  of  view,  in  so  far  that  they  were  almost  certain  to 
lead  to  the  death  of  the  patient. 

The  prognosis  of  malignant  disease  is  in  all  cases  unfavour- 
able, but  is  worst  in  extrinsic  carcinomata,  most  favourable 
in  intrinsic  sarcomata,  while  the  intrinsic  carcinomata  may 
be  said  to  occupy  an  intermediate  position.  In  extrinsic 
cancer  the  disease  is  incurable,  the  growth  spreads  rapidly, 
the  lymphatic  glands  become  involved  at  an  early  date,  and 
the  patient  is  liable  to  die  either  from  suffocation,  from 
asthenia,  from  haemorrhage,  from  sudden  collapse,  or  from 
pyaemia;  or  the  fatal  termination  may  be  induced  by  per- 
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foration  of  the  esophagus,  by  the  formation  of  abscesses,  or 
by  pulmonary  disease.     If  tracheotomy  is  performed  at  the 
Proper  time,  life  may  be  prolonged,  and  suffering  for  the  time 
be  mitigated,  but  more  heroic  surgical  interference  in  cases  of 
extrinsic  carcinomata,  offers  little  or  no  hope  of  success  Al- 
though the  immediate  prognosis  is  very  unfavourable  in  all 
cases  of  cancer,  it  is  much  less  so  in  intrinsic  than  in  extrinsic 
growths.    When  the  tumour  is  small  in  size,  and  none  of  the 
tissues  external  to  the  larynx  have  become  involved,  the  hope  of 
rescuing  the  patient  from  death  may  be  entertained.    If,  however 
the  disease  has  spread  beyond  the  limits  of  the  laryngeal  cavity,' 
or  if  the  glands  have  become  affected,  then  a  tumour,  which  at 
first  may  have  been  intrinsic,  becomes  quite  as  hopeless,  as  far 
as  operative  interference  is  concerned,  as  if  the  growth  had  been 
extrinsic  from  the  beginning. 


CHAPTER  IX. 

MALIGNANT  DISEASE  OF  THE  LABYNX  Continued. 

Treatment— External  operations  for  removal  of  Tumour. 

The  treatment  of  malignant  disease  of  the  larynx  may  be 
divided  into  two  kinds,  palliative  and  operative.  Eegarding  the 
former,  the  remarks  to  be  made  with  respect  to  the  measures 
adopted  to  relieve  patients  suffering  from  malignant  disease  of 
the  tonsil  apply  also  to  cancer  of  the  larynx. 

In  malignant  disease  where  operative  interference  for  the 
removal  of  the  tumour  is  inadvisable,  a  palliative  operation  may 
be  performed.    The  principal  symptoms  which  call  for  relief  are 
interference  with  respiration   or  with,  deglutition,  and  the 
presence  of  spasm  or  inflammation.    When  there  is  much  pain 
it  may  be  relieved  by  spraying  the  fauces  and  larynx  with  a  10% 
solution  of  cocain,  or  by  insufflation  with  morphine  and  starch,  or 
by  inunction  with  an  ointment  containing  morphine.  The  danger 
of  death  from  suffocation  may  be  averted  by  the  timely 
performance  of  tracheotomy ;  and,  in  cases  which  demand  this 
operation,  it  should  be  performed  as  early  as  possible.  Opening 
the  trachea  is  not  in  itself  a  dangerous  operation,  and,  in  my 
opinion,  should  be  resorted  to  whenever  there  is  the  least 
indication  of  dyspnoea,  especially  if  the  surgeon  is  not  likely  to 
to  be  at  hand  when  he  may  be  required.    It  is  remarkable  how 
much  relief  a  patient  derives  from  the  rest  to  the  larynx,  when  the 
air  ceases  to  pass  by  its  natural  channel.   This  was  well  illustrated 
in  the  patients  C.  M'W.,  (Case  No.  3),  and  D.  M'K.,  (Case  No.  2). 


no 
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are-(l)  Section  of  the  thyro-hyoid  membrane,  or  supra-thyroid 
laryngotomy;  (2)  Section  of  the  crico-thyroid  membrane  or 
infra-thyroid  laryngotomy  or  thyrotomy;  (3)  Section  of  the 
thyroid  cartilage  in  the  middle  line;  (4)  Section  of  the  entire 
larynx,  or  complete  laryngotomy;  and  (5)  Partial  or  complete 
excision  of  the  larynx,  or  laryngectomy. 

In  performing  any  one  of  these  operations,  the  patient  should 
be  placed  on  his  back,  with  a  firm  pillow  under  his  shoulders 
and  the  upper  part  of  his  chest,  so  that  the  thorax  is  raised,  while 
the  head  is  thrown  backwards,  and  the  tissues  in  front  of 
the  neck  are  put  upon  the  stretch.  The  neck  should  be  held 
perfectly  straight  by  an  assistant,  while  the  operator  feels  for 
the  thyroid  cartilage;  and,  when  the  precise  situation  of  the 
various  parts  of  the  larynx  has  been  ascertained,  the  surgeon 
should  grasp  it  between  the  fingers  and  thumb  of  his  left  hand, 
so  as  to  render  the  skin  moderately  tense. 

(1)  Section  of  the  thyro-hyoid  membrane  is  performed  by 
making  an  incision  along  the  lower  margin  of  the  hyoid  bone, 
which  divides  skin,  superficial  fascia,  the  sterno-hyoid  muscle 
and  the  thyro-hyoid  membrane,  so  that  an  entrance  is  made  into 
the  mouth  between  the  base  of  the  tongue  and  the  epiglottis. 
This  operation  is  only  employed  for  the  removal  of  growths 
occupying  the  upper  part  of  the  epiglottis ;  it  is  of  no  use  when 
the  tumour  involves  the  interior  of  the  larynx. 

(2)  Section  of  the  crico-thyroid  membrane  is  an  operation  which 
has  hardly  ever  been  performed  for  the  removal  of  malignant 
disease,  and,  on  account  of  the  meagre  access  it  gives,  it  is  not 
one  to  be  recommended. 

(3)  Section  of  the  thyroid  cartilage  in  the  middle  line.  When 
section  of  the  thyroid  cartilage  alone  is  to  be  performed,  a 
vertical  incision  should  be  made  in  the  middle  line,  from  a  little 
above  the  upper  border  of  the  thyroid  cartilage  to  the  upper 
margin  of  the  cricoid.  The  edges  of  the  wound  should  be  held 
aside  by  retractors,  and  all  bleeding  points  secured  before  the 
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larynx  is  opened.    The  only  vessels  that  are  likely  to  cause  any 
trouble  are  the  crico-thyroicl  arteries,  which  are  firmly  attached 
to,  and  anastomose  over,  the  crico-thyroid  membrane;  if  seen, 
they  should  be  drawn  downwards  before  the  membrane  is 
penetrated.    A  sharp  pointed  curved  knife,  or,  when  the  cartilage 
is  calcined,  the  point  of  a  strong   pair  of  scissors  or  bone 
forceps,  should  now  be  thrust  through  the  crico-thyroid  mem- 
brane, and  the  thyroid  cartilage  be  divided  in  the  middle  line 
from  below  upwards,  care  being  taken  not  to  injure  the  interior 
of  the  larynx.    When  completely  divided  anteriorly,  the  two 
halves  of  the  thyroid  cartilage  should  be  drawn  apart  by  blunt 
hooks,  and  the  interior  of  the  larynx  exposed  to  view,  when  the 
growth  may  be  removed  by  scissors,  by  the  knife,  by  the  electric 
cautery,  or  by  other  appropriate  means,  according  to  the  features 
of  the  individual  case.    Should,  however,  section  of  the  thyroid 
cartilage  not  sufficiently  expose  the  cavity  of  the  larynx,  then 
the  incision  may  be  extended  downwards  through  the  crico- 
thyroid membrane,  or,  if  necessary  (4),  complete  laryngotomy 
may  be  performed  by  subsequent  section  of  the  cricoid  cartilage. 
If  the  growth  is  firmly  attached  to  the  cartilage,  the  external  peri- 
chondrium should  be  separated  from  the  part  of  the  cartilage  to 
which  the  tumour  is  adherent,  and  that  portion  of  cartilage 
removed  with  the  tumour. 

These  operations  are  not  always  applicable  when  the  larynx  is 
occupied  by  a  malignant  growth ;  under  some  circumstances, 
more  complete  removal  is  necessary. 

When  malignant  disease  attacks  the  larynx,  in  most  instances 
more  complete  removal  is  demanded  than  is  possible  by  the 
operations  to  which  I  have,  up  to  the  present,  referred.  (5) 
Laryngectomy,  either  complete  or  partial,  is  called  for. 

The  possibility  of  an  animal  living  after  total  extirpation  of 
the  larynx  was  first  established  by  Albers,  in  1829,  while  con- 
ducting a  course  of  experiments  upon  dogs  for  the  purpose  of 
ascertaining  to  what  extent  the  larynx  participated  in  respiration. 
Koeberle\  in  1856,  suggested  the  idea  of  removing  the  larynx 
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for  disease;  and,  in  1866,  the  operation  was  performed  for  the 
first  time  by  Dr  Patrick  Heron  Watson,  of  Edinburgh  The 
operation  was  performed  for  syphilitic  stenosis,  but  the  case  was 
not  published.  It  was  only  in  1871  that  the  operation  was 
introduced  to  the  profession  by  Professor  Billroth,  of  Vienna 
who  undertook  it  upon  man,  consequent  upon  the  experimental' 
investigations  upon  animals  by  Czerny,  of  Heidelberg. 

I  am  firmly  of  opinion  that  cancer  is  primarily  a  local  disease, 
and  this  view  has  been  strongly  supported  at  a  recent  dis- 
cussion at  the  Glasgow  Pathological  and  Clinical  Society  ;*  and 
so  long  as  the  system  of  lymphatics  has  not  become  involved  in 
the  new  formation,  I  think  it  is  quite  possible  that  the  patient 
may  be  rescued  from  death  by  the  early  performance  of  a  radical 
operation.    It  is,  however,  a  very  different  matter  when  the 
disease  has  spread  beyond  the  laryngeal  cavity.    In  such  cases, 
laryngectomy  seems  to  me  unjustifiable,  for  two  reasons :  the 
immediate  danger  of  the  operation  is  greatly  increased,  and  the 
possibility  of  eradicating  the  disease  is  extremely  small ;  but  I 
do  not  see  any  reason  why  an  intrinsic  carcinoma,  which  has 
not  yet  exhibited  any  evidence  of  glandular  involvement,  should 
not  be  removed  with  a  good  prospect  of  saving  the  patient.  It 
is  not  my  intention,  at  the  present  time,  to  enter  into  statistical 
details,  but  I  think  it  my  duty  to  indicate  what  I  consider  to 
be  the  elements  of  failure,  and  to  point  out  suitable  cases  for 
operation.    Looking  at  the  subject  broadly,  I  may  say  that 
death  has  been  due,  in  the  majority  of  cases,  to  the  immediate 
dangers  of  the  operation,  and,  later  on,  to  recurrence  of  cancer. 
The  causes  of  death  immediately  following  the  operation,  are 
collapse,  pyaemia,  pneumonia,  and  haemorrhage.    These  dangers 
must,  therefore,  be  carefully  guarded  against;  the  first  mentioned 
may  be,  to  some  extent,  avoided  by  carefully  preventing  loss  of 
blood  during  the  operation,  and  by  feeding  the  patient  as  soon 
as  he  is  able  to  digest  food.    Pyaemia  may  be  prevented  by  the 
free  use  of  antiseptics  during  the  first  few  days  following  the 

1  Glasgoio  Medical  Journal,  vol.  xxv. 
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operation.  Iodoform  is  the  most  easily  applied,  and,  if  carefully 
watched,  the  most  satisfactory  that  we  have  at  our  disposal;  but 
the  drug,  if  inhaled,  may,  in  certain  cases,  cause  very  alarming 
symptoms.  Therefore,  although  iodoform  may  be  used  to  disin- 
fect, or  rather  to  prevent  infection  of  the  wound,  it  is  not  safe  to 
apply  it  too  freely  to  the  tracheal  tube  by  means  of  warm  sponges. 
The  danger  of  pneumonia,  on  the  other  hand,  may  be  minimised 
by  keeping  the  air  of  the  apartment  aseptic,  moist,  and  at  an 
equable  temperature.  Care  should  also  be  taken  to  prevent  any 
fluid  from  the  wound,  or  food,  from  entering  the  air-passages, 
and  this  can  be  easily  done  by  using  a  large-sized  tracheotomy 
tube,  which  completely  fills  the  trachea.  The  period  when 
pneumonia  is  apt  to  develop  is  during  the  first  fortnight.  This 
time  bridged  over,  the  life  of  the  patient  may  be  regarded  as 
safe  from  this  complication. 

I  will  now  describe  the  steps  of  the  operations,  first,  for  total, 
and,  second,  for  unilateral  laryngectomy.  Tracheotomy  should 
be  performed  seven  days  previously  to  the  operation  of  extirpa- 
tion. In  performing  excision  of  the  larynx,  I  make  a  median 
incision  from  the  lower  edge  of  the  hyoid  bone  to  the  tracheotomy 
wound,  situated  on  a  level  with  the  second  ring  of  the  trachea. 
The  skin  and  the  subcutaneous  tissues  are  then  dissected  from 
the  thyroid  cartilage  in  front,  the  anterior  margin  of  the 
thyro-hyoid  muscle  exposed,  and  the  substance  of  the  muscle 
separated  from  the  upper  part  of  the  cartilage  by  the  handle  of 
the  knife,  while  the  origin  of  the  muscles  from  the  oblique  line 
on  the  side  of  the  thyroid  cartilage  are  divided  by  incision  as 
far  back  as  the  pharynx.  This  should  be  done  first  on  the  left, 
then  on  the  right  side.  The  other  muscles,  namely,  the  sterno- 
thyroid and  the  inferior  constrictors,  are  then  dissected  off,  the 
edge  of  the  knife  being  kept  close  upon  the  cartilage.  The  cricoid 
cartilage  is  then  dissected  out,  and  the  upper  ring  of  the  trachea 
exposed.  When  this  has  been  done,  the  trachea  should  be 
drawn  forwards  and  upwards,  and  divided  below  the  first  ring. 

Up  to  this  stage  of  the  operation,  chloroform  is  administered 
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through  the  tracheotomy  tube ;  but,  now  that  the  trachea  is 
divided  transversely,  it  is  necessary  to  introduce  a  large-sized 
tracheal  tube  (Macewen's),  with  an  indiarubber  ring  round  the 
end  in  the  trachea,  in  order  to  prevent  blood  from  flowing 
into  the  air-passages,  and  also  to  permit  chloroform  to  be 
administered  at  a  little  distance  from  the  operator.  The 
membranous  posterior  wall  of  the  trachea  is  then  carefully 
dissected  from  the  oesophagus;  the  superior  cornu,  and  upper 
part  of  the  left  ala  of  the  thyroid,  are  then  cut  through 
and  separated  from  the  rest  of  the  cartilage,  so  as  to  permit  the 
posterior  part  of  the  larynx  to  be  more  readily  dissected  from 
the  pharynx.    The  thyro-hyoid  membrane  is  then  divided  in 
front,  the  epiglottis  divided  at  its  base,  and  the  upper  attachments 
of  the  larynx  are  cut  through.    The  portion  of  cartilage  winch 
has  been  separated  from  the  thyroid  should  be  then  removed.  All 
bleeding  points  having  been  secured,  the  trachea  is  stitched  to 
the  lower  edge  of  the  wound,  and  a  large-sized  tracheotomy  tube 
is  fixed  in  position.     The  wound  should  be  dressed  with 
absorbent  cotton-wool  sprinkled  with  iodoform,  and  enclosed  in 
a  casing  of  perforated  green  silk  protective  tissue. 

The  patient  is  then  placed  in  bed  and  no  food  administered 
until  the  evening,  when  a  feeding  tube  may  be  introduced  into 
the  oesophagus,  through  the  upper  part  of  the  wound,  and 
retained  in  position  by  a  piece  of  sticking  plaster. 

In  performing  this  operation,  I  divide  the  trachea  and  remove 
the  larynx  from  below  upwards.  Some  surgeons,  however, 
prefer  to  do  it  in  the  opposite  direction ;  this  is  a  more  tedious 
method,  but  it  avoids  the  risk  of  blood  entering  the  air-passages, 
on  account  of  the  severance  of  the  larynx  from  the  trachea  being 
the  last  step  in  the  procedure.  These  advantages  are,  however, 
counterbalanced  in  the  method  which  I  adopt  by  the  circum- 
stance that  the  operation  can  be  performed  more  rapidly;  while, 
by  using  a  flexible  gum-elastic  tracheal  tube,  of  sufficient  size  to 
fill  the  trachea,  not  only  can  the  escape  of  blood  into  the  lower 
air-passages  be  prevented,  but  the  anaesthetic  and  the  hands  of 
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the  administrator  are  removed  to  some  distance  from  the  field  of 
operation. 

One  point  to  which  I  desire  to  direct  attention  is,  the 
advantage  of  dividing  the  thyroid  cartilage  close  to  its  upper 
posterior  angle.  By  separating  the  superior  cornu  hefore 
dissecting  the  larynx  from  the  oesophagus,  the  operation  is 
greatly  facilitated,  and  the  danger  of  injuring  the  oesophageal 
wall,  or  large  arteries,  is  removed.  Some  operators  ligature  the 
superior  and  inferior  thyroid  arteries,  and  if  necessary  the 
superior  laryngeal,  or  even  the  hyoid  branch  of  the  lingual 
artery,  as  a  preliminary  to  the  operation  of  extirpation ;  but  as 
far  as  my  experience  goes,  the  haemorrhage  is  by  no  means  great, 
and  can  easily  be  controlled. 

Unilateral  laryngectomy  is  performed  by  making  an  incision 
down  the  middle  line  from  the  level  of  the  hyoid  bone  to  that 
of  the  cricoid  cartilage,  while  another  is  made  along  the  lower 
margin  of  the  hyoid  bone.  The  soft  parts  are .  then  separated 
from  the  cartilages  on  the  diseased  side ;  and,  after  the  larynx 
has  been  exposed,  the  thyroid  cartilage  is  split,  and  the  interior 
of  the  cavity  exposed  to  view.  If,  on  inspection,  the  disease  is 
found  to  be  limited  to  one  side,  the  affected  parts  are  removed ; 
but  if  not,  the  cricoid  cartilage  is  not  divided  from  above  down- 
wards, but  is  severed  from  the  trachea  transversely,  the  larynx 
is  dissected  from  below  upwards,  and  complete  extirpation  is 
performed. 

Before  concluding  this  chapter,  it  is  necessary  for  me  to  say  a 
few  words  with  reference  to  the  treatment  of  the  patient 
preliminary  to  the  performance  of  extralaryngeal  operations. 

The  operation,  whatever  its  extent,  should  be  preceded  by 
tracheotomy,  which  should  be  performed  at  least  a  week  in 
advance.  In  most  cases  calling  for  extralaryngeal  interference, 
the  patient  suffers  from  dyspnoea,  and  consequent  engorgement 
of  the  pulmonary  vessels.  This  is  relieved  by  the  free  entrance 
of  air  through  the  tracheotomy  tube.  Another  reason  why  the 
trachea  should  be  opened  as  a  preliminary  measure  is,  that  the 
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physical  examination  of  the  chest  by  auscultation  is  facilitated 
especially  in  cases  in  which  the  entrance  of  air  through  the 
larynx  is  noisy.  Moreover,  the  patient  becomes  habituated  to 
the  entrance  of  air  through  an  artificial  opening,  and  the  irritation 
produced  by  the  wound  leads  to  adhesion  of  the  trachea  to  the 
surrounding  integuments.  High  tracheotomy  should  be  per- 
formed; it  does  not  practically  interfere  with  the  further  steps 
of  the  operation,  whereas  low  tracheotomy  causes  two  wounds 
instead  of  one. 

I  will  now  say  a  word  or  two  in  respect  to  the  after-treat- 
ment in  cases  of  laryngectomy.  The  edges  of  the  wound  should 
not  be  brought  together  by  sutures,  but  the  cavity  should  be 
packed  either  with  a  sponge  wrapped  in  perforated  green  silk, 
a  method  which  I  adopted  in  my  first  case ;  or  there  may  be 
substituted  for  the  sponge,  absorbent  cotton- wool  sprinkled  over 
with  iodoform  or  some  other  antiseptic.  The  dressings  should  be 
replaced  every  twelve  hours,  and  the  surrounding  atmosphere 
should  be  kept  at  a  temperature  of  70°  Fahr.,  and  warm 
sponges,  sprinkled  with  iodoform,  should  be  applied  at  short 
intervals  over  the  opening  of  the  tracheal  tube.  Care  should  be 
taken  not  to  apply  the  iodoform  too  freely  on  warm  sponges.  The 
vapour  of  the  antiseptic  is  rapidly  absorbed  by  the  lungs,  and,  in 
certain  cases,  symptoms  of  iodoform  poisoning  suddenly  develop. 

The  great  object  for  the  first  few  days,  that  is  to  say,  until 
the  surface  of  the  wound  has  become  covered  with  healthy  granula- 
tions, is  to  keep  the  discharges  thoroughly  aseptic,  and  to 
prevent,  by  use  of  a  large  tracheal  tube,  the  possibility  of  their 
entering  the  air  passages.  Nourishment,  and,  if  required, 
stimulants  may  be  supplied  through  a  tube  introduced  into  the 
oesophagus,  either  by  the  mouth,  or  through  the  wound. 

During  the  first  few  days  after  the  operation,  the  only  food 
required  is  milk,  and  this  should  be  supplied  at  the  rate  of 
three  or  four  pints  in  twenty-four  hours.  When  the  wound 
has  become  firm,  the  patient  may  be  encouraged  to  take  food 
by  the  mouth,  and  an  artificial  phonatory  apparatus,  such  as 
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Dr  Irvine's  modification  of  Gussenbauer's  artificial  larynx, 
may  be  introduced,  and  the  edges  of  the  wound  drawn 
over  the  upper  or  pharyngeal  limb  by  strips  of  sticking 
plaster.  This  instrument  differs  from  the  original  tube  devised 
by  Gussenbauer  in  the  following  respects.  The  mechanism 
of  the  two  limbs  is  reversed,  so  that  the  pharyngeal  tube, 
in  place  of  being  introduced  through  the  tracheal  tube,  is 
passed  first,  and  the  other  limb  is  introduced  through  it.  The 
phonatory  reed  is  carried  by  the  tracheal  tube,  and  may  be 
drawn  out  and  in  with  great  ease. 

I  may  now  conclude  with  a  remark  or  two  with  respect  to  the 
symptomatic  treatment  of  cases  of  malignant  disease  which 
are  unsuitable  for  operative  interference.  Life  may  be  pro- 
longed and  rendered  more  tolerable,  if  the  tumour  causes 
dyspnoea,  by  the  performance  of  tracheotomy,  an  operation 
which  not  only  permits  free  access  of  air  to  the  lungs,  but,  by 
reheving  the  oedema  and  inflammation  of  the  upper  air  passages, 
facilitates  deglutition.  Dysphagia  may  be  relieved  by  the 
introduction  of  an  oesophageal  tube,  or  by  spraying  the  pharynx 
with  a  solution  of  cocain.  Pain,  on  the  other  hand,  may  be 
alleviated  by  insufflations  of  starch  containing  a  sixth  to  half  a 
grain  of  morphine ;  or,  what  I  consider  even  better,  an  ointment 
containing  morphine  may  be  applied  to  the  larynx  externally  by 
inunction.  It  is  said  that  haemorrhage  may  be  restrained  by  the 
hypodermic  injection  of  ergo  tine;  while,  to  some  extent,  the  general 
constitutional  disturbance  may  be  modified  by  the  administra- 
tion of  preparations  of  arsenic.  The  prospect  of  alleviating 
suffering  in  these  sad  cases  is  small,  and  usually,  within  a  few 
months,  the  glands  become  implicated,  and  the  patient  dies.  "We, 
however,  look  forward  to  the  time  when  very  few  cases  of 
intrinsic  cancer  shall  be  permitted  to  involve  the  lymphatic 
system  without  an  attempt  being  made  to  remove  the  primary 
growth,  either  by  partial  or  complete  laryngectomy.  In 
order  that  this  end  may  be  achieved,  it  is  absolutely  necessary 
that  the  disease  be  recognised  at  an  early  stage. 
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MALIGNANT  DISEASE  OE  THE  LAEYNX — Continued. 

Statistics  showing  value  of  External  Operations. 

The  statistics  of  operations  for  the  cure  of  malignant  disease 
of  the  larynx  have  heen  from  time  to  time  most  carefully  com- 
piled. My  distinguished  predecessor  in  the  Eoyal  Infirmary, 
the  late  Dr  David  Foulis,  was  the  first  to  collect  cases  of  ex- 
cision of  the  larynx  for  statistical  purposes,  but  since  his  time 
valuable  additions  have  been  made  by  Blum,  Burow,  Solis-Cohen, 
Zesas,  Hahn,  "Wolfenden,  Baratoux,  Scheier,  Butlin,  "Wassermann, 
Schwartz,  Medycyna,  Semon,  Pinconnat,  and  Kraus.  Taking 
the  statistics  of  the  two  last-mentioned  observers  we  get  the 
following  results. 

Pinconnat1  collected  220  cases,  of  which  171  were  examples 
of  complete,  and  47  of  partial,  extirpation  of  the  larynx.  Of  the 
former,  154  operations  were  performed  for  cancer,  9  for  sarcoma, 
and  8  for  other  affections.  Of  the  154  cases  of  cancer,  83  were 
alive  after  one  month,  and  26  lived  over  ten  months.  Again  it 
may  be  observed  that  17  lived  over  one  year,  3  lived  from  two 
to  three  years,  4  lived  from  three  to  four  years,  and  3  lived  over 
four  years.  In  9  cases  of  complete  extirpation  for  sarcoma,  1 
lived  for  one  and  a-half  years,  1  lived  over  two  years,  and  1  lived 
for  ten  years. 

Taking  now  the  cases  of  partial  extirpation  of  the  larynx,  of 
which  47  cases  are  collected,  43  of  cancer,  and  4  of  sarcoma. 

1  "De  l'extirpation  du  larynx."    Thfese,  Paris,  1890." 
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Of  these  cases,  7  lived  more  than  one  year,  1  lived  more  than 
four  years,  and  1  lived  more  than  seven  years :  3  of  the 
cases  of  partial  extirpation  for  sarcoma  are  reported  as  cured. 

In  contradistinction  to  these  statistics  we  may  now  take  those 
coUected  by  Kraus.1  He  reports  240  cases  of  extirpation,  160 
total  and  80  partial.  Of  the  former,  142  were  performed  for 
cancer.  In  10  of  these  the  result  of  the  operation  is  unknown, 
but  of  the  remaining  132,  57  died  within  two  months,  25 
remained  weU  for  at  least  one  year,  13  for  more  than  two  years, 
and  1  for  more  than  nine  years. 

Of  the  80  cases  of  partial  extirpation  of  the  larynx,  16  were 
reported  free  from  disease  a  year  after  the  operation,  8  cases 
were  well  after  two  years,  and  1  case  eight  years. 

The  following  table  is  compiled  from  "Wassermann's2  and 
Butlin's  statistics.    (See  next  page). 

In  the  British  Medical  Journal  of  23rd  August  1890,  Mr  H. 
T.  Butlin  remarks  regarding  his  own  cases. — "  With  the  assist- 
ance of  Dr  Kanthack,  102  operations  for  intrinsic  carcinoma 
have  been  collected  from  various  sources.    They  were  performed 
on  95  patients  by  various  surgeons  in  different  parts  of  the 
world.    In  the  very  large  majority  of  them  there  is  not  the 
least  doubt  of  the  intrinsic  origin  of  the  disease.    In  some  the 
account  of  the  characters  and  situation  of  the  disease  is  not 
quite  so  clear  as  I  should  have  wished,  so  that  it  is  just  possible 
that  a  very  few  cases  of  extrinsic  carcinoma  have  been  admitted 
into  the  tables.    But  if  this  be  so,  these  cases  certainly  do  not 
tend  to  make  the  tables  better,  so  that  if  a  fault  has  been 
committed  in  this  respect,  it  certainly  is  not  a  fault  which  will 
tell  to  the  advantage  of  my  theory.    The  102  operations  contain 
28  cases  of  thyrotomy,  with  the  removal  of  the  diseased  parts  in 
the  interior  of  the  larynx,  23  cases  of  partial,  generally  half, 
excision  of  the  larynx,  and  51  cases  of  complete  excision  of  the 


1  "  Contribuzione  alia  Statistica  dell'  extirpazione  della  laringe."  Policlinico, 
1890,  No.  4. 

2  Uber  die  Exstirpation  des  Larynx,  Leipzig,  1889. 
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larynx.  In  considering  the  results  it  will  be  convenient  to  take 
first  the  deaths  which  were  due  to  the  operations ;  secondly,  the 
patients  who  may  be  regarded  as  cured  by  operation,  and, 
thirdly,  the  relief  afforded  to  patients  who  were  not  cured. 
This  division  is  adopted  in  accordance  with  the  scheme  of  a 
book  on 'The  Operative  Surgery  of  Malignant  Disease,' published 

by  the  author  in  1887." 

«  Deaths  due  to  the  operation. — The  28  thyrotomies  were  per- 
formed on  27  patients,  of  whom  three  died  from  the  results  of 
the  operation— a  larger  proportion  than  might  have  been 
expected  from  what  we  are  in  the  habit  of  considering  as  a 
not  very  severe  operation. .  In  one  case,  however,  the  death  was 
due  to  what  may  be  fairly  called  an  accident,  for  owing  to  a 
mishap  with  the  cannula,  acute  oadema  of  the  lungs  set  in, 
which  proved  fatal  within  thirteen  hours  of  the  operation.  The 
23  partial  excisions  were  'performed  on  23  patients,  of  whom 
seven  died  of  the  operation.    The  51  complete  excisions  were 
performed  on  51  patients,  of  whom  six  had  been  previously 
subjected  to  the  operation  of  thyrotomy.     Sixteen  patients 
died  of  the  operation.    There  were  thus  26  fatal  cases  in  102 
operations,  and  it  is  very  interesting  and  very  instructive  to 
study  the  causes  to  which  the  deaths  were  attributed.  One 
patient,  to  whom  reference  has  been  made,  died  of  what  may  be 
called  an  accident ;  one  died  of  secondary  haemorrhage ;  two  of 
paralysis  of  the  heart,  and  three  of  exhaustion.    In  three  cases 
the  cause  of  death  was  not  correctly  ascertained.    One  patient 
died  of  pleurisy,  and  six  of  pneumonia  or  broncho-pneumonia  or 
pleuro-pneumonia.    In  the  remaining  nine  cases  the  cause  of 
death  was  some  form  of  septic  poisoning.    Taking  into  account 
the  severity  of  many  of  the  operations,  and  the  condition  of  the 
patients  at  the  time  at  which  they  were  performed,  the  mortality 
under  what  may  be  termed  ordinary  causes  of  death  after 
severe  operations,  such  as  haemorrhage  and  exhaustion,  is  not 
very  large.    The  excessive  mortality  lies  in  the  special  causes 
of  death  which  are  associated  with  these  operations,  namely, 
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affection  of  the  lungs  (Schluck-pneumonie)  and  septic  poisoning 
The  mortality  under  these  heads  is  far  from  encouraging 

In  accordance  with  the  scheme  which  has  been  usually  adopted 
of  late  years,  I  shall  only  regard  those  persons  as  cured  who  were 

tZ    7  f  r6  ^  ^  ^  after  the  last  nation. 

Taking  first  the  cases  of  thyrotomy,  the  total  results  were  that 

hree  persons  died  of  the  operation ;  in  thirteen  cases  the  disease 

recurred ,  eight  patients  recovered  and  were  well  at  various 

Periods,  but  sufficient  time  had  not  elapsed  to  allow  of  their 
bemg  regarded  as  cured;  and        pat.ent  ^e  ^  ^ 

thirteen  months  without  recurrence  of  the  disease.    In  three 
cases  the  operation  may  be  regarded  as  whoUy  successful,  for 
one  of  the  patients  died  four  years  afterwards  of  cerebral  apoplexy 
at  the  age  of  sixty-seven,  the  second  was  well  at  the  end  of 
eight,  and  the  third  at  the  end  of  twenty  years.    Of  the  patients 
twenty-three  in  number)  on  whom  partial  excision  was  per- 
formed, seven  died  of  the  operation,  six  suffered  from  recurrence 
of  the  disease,  five  recovered  and  were  well  at  the  end  of  various 
periods  within  three  years,  and  one  died  at  the  end  of  two  years 
and  a  half  without  recurrence  of  the  disease.    Four  patients  may 
be  claimed  to  have  been  cured,  for  three  were  well  at  the  end  of 
three  years  and  a  half,  four  years,  and  four  years  after  the 
operation,  and  a  fourth  died  at  the  end  of  five  years,  of  apoplexy, 
at  the  age  of  sixty." 

"  Of  the  fifty-one  cases  of  complete  excision,  the  operation 
proved  fatal  in  sixteen,  the  disease  recurred  in  seventeen,  four 
patients  recovered  and  were  well  at  the  end  of  various  (for  the 
most  part  short)  periods,  and  six  died  of  other  causes.  Of  these 
six,  four  died  within  a  few  months— two  of  pneumonia,  and  two 
of  apoplexy,  or  more  probably  asphyxia,  the  fifth  at  the  end  of 
twenty  months,  of  alcoholism,  and  the  sixth  at  the  end  of  about 
two  years,  of  inanition.  In  this  case  no  cancer  was  found  after 
death,  although  the  manner  of  his  death  strongly  suggests  that 
it  was  present  in  one  or  more  of  the  internal  organs.  Eight 
patients  may  be  claimed  to  have  been  cured,  for  seven  were  well 
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at  the  end  of  three  years  and  a  half,  four  years  (2),  four  years 
and  a  half,  five  years,  five  years  and  three  quarters,  and  nine 
years  after  the  operation,  and  the  eighth  died  at  the  end  of  four 
years  and  a  half  without  recurrence  of  the  disease.  Some  of 
these  patients  were  employed  in  avocations  which  must  be 
regarded  as  laborious-one  man  in  a  riding  school,  and  a  woman 
as  a  laundress.    The  total  results,  then,  so  far  as  cured  cases  are 

B. — Table  showing  the  Eesults  of  Operations  as  regards 

Cure.1 

I.  Total  Extirpation  of  the  Larynx.— 

(a)  Cases  of  cure,  well  beyond  three  years— 

In  intrinsic  carcinoma,  16% 
In  intrinsic  and  extrinsic  carcinoma,        .  6.61% 
In  other  diseases,  . 

10.25% 

(b)  So-called  cures — 

In  intrinsic  carcinoma,      ...  0 

In  intrinsic  and  extrinsic  carcinoma,         .  7.44% 

In  other  diseases,  .  .  •  •  15.79% 

(c)  Recurrence — 

In  intrinsic  carcinoma, 

33.30% 

In  intrinsic  and  extrinsic  carcinoma,  .  33.05% 
In  other  diseases,  . 

21.05% 

II.  Partial  Extirpation  of  the  Larynx.— 

(a)  Cases  well  beyond  three  years — 

In  intrinsic  carcinoma, 

17.40% 

In  intrinsic  and  extrinsic  carcinoma,         .  5 .45% 

In  other  diseases,  .  •  •  20.83/ 

(b)  So-called  cures. 

In  intrinsic  carcinoma,      .  .  •  22.00% 

In  intrinsic  and  extrinsic  carcinoma,  .  18.18% 
In  other  diseases, ....  25.0% 

(c)  Recurrence. — 

In  intrinsic  carcinoma,     .  .  .  26.00% 

In  intrinsic  and  extrinsic  carcinoma,        .  25.45% 
In  other  diseases,  ....  12-5% 
The  results  of  thyrotomy  are  shown  in  Table  A,  page  120. 


1  Compiled  from  the  statistics  of  Butlin  and  Wassermann. 
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concerned,  are  that  fifteen  patients  were  alive  mA  t  * 

disease,  or  died  of  some  other  disease  tZ  ^ 
frnm  fi,  ,  cusease  than  cancer,  at  periods  of 

tan three  to  twenty  years  after  the  last  opera tion^re  u 
which  will  compare  favourably  with  those  afforded  by  operattn 
for  malignant  disease  of  the  testicle,  the  tongue,  the  ^aw 
or  even  of  the  breast,  were  it  not  that  opera  "on   on  Z  rynx 

r;:bui:r fatai  *~ » *■  — ,  :^ 

.  Wassermann  in  his  monograph  published  a  collection  of  219 
operates  nr  all     Of  these,  66  were  performed  previous  t 
1881  table  A,  column  1,  and  give  a  mortality  (within  a  fort- 
night of  the  operation)  of  27,  or  about  41°/  ;  whereas  the 

rate  of  only  24.8%,  showing  that  considerable  improvement  has 
taken  place  within  the  last  ten  years  regarding  the  mode  of 
operatmg.    But  if  we  now  look  at  column  2,  in  which  the 
deaths  occurring' within  two  months  of  the  operation  are  given 
it  will  be  seen  that  the  mortality  previous  to  1881  is  equal  to 
9  /   and  subsequent  to  that  date,  11.7%.    The  operations  were 
performed  for  carcinoma  of  intrinsic  and  of  extrinsic  origin  for 
sarcoma,  for  tuberculosis,  for  papilloma,  and  for  stenosis.  '  In 
121  cases  of  complete  excision  of  the  larynx  for  cancer  only 
8  complete  cures  are  recorded,  that  is  to  say,  instances  in  which 
the  patients  remained  weU  beyond  three  years  after  the  operation. 
The  foUowing  is  the  list  of  cases  in  which  recurrence  did  not 
take  place,  and  the  name  of  the  operator.— 

1.  Thiersch,         4£yearsafteroperatiou,  death,  catarrhal  pneumonia 

2.  v.  Winiwarter,  4|       „  „  ??  apoplexy. 


3.  Gussenbauer,  7£ 

4.  Gussenbauer,  6 

5.  Gussenbauer,  5| 

6.  Fischer,  3£ 

7.  Schede,  4£ 

8.  Bergrnann(Rig,a)4 


well. 

death,  pleuritis. 
well. 


5? 
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There  are  also  two  completely  successful  cases  of  total 
extirpation  of  the  larynx  for  disease  other  than  cancer. 

The  importance  of  distinguishing  between  intrinsic  and 
extrinsic  disease  is  clearly  shown  in  the  above  table.  Krishaber 
laid  down  a  law,  that  so  long  as  the  primary  cancerous  growth 
remained  limited  to  the  interior  of  the  larynx,  the  lym- 
phatics do  not  become  involved,  while  in  tumours  of  extrinsic 
origin  the  glands  become  affected  at  an  early  period  in  the 
history  of  the  case.  I  think  it  must  be  admitted  that  this 
theory  is  correct  for  all  practical  purposes. 

Taking  all  points  into  consideration,  the  question  must  be 
answered :— In  a  case  of  malignant  disease  of  the  larynx  should 
a  radical  operation  be  attempted,  or  shoiild  the  patient  be  simply 
relieved  by  performing  tracheotomy  ?    This  I  will  answer  in  two 
ways,  by  a  consideration  of  statistics,  and  by  a  reference  to  my 
own  cases.    On  looking  over  Table  A,  a  thought  at  once  occurs 
to  the  mind, — Taking  the  cases  in  the  aggregate,  has  human  life 
been  prolonged  by  so-called  radical  operations  ?    No  one  can 
deny  that  in  many  instances  life  has  been  shortened  by  the 
operation.    Certainly  a  27-2°/0  average  death  rate  within  fourteen 
days  of  the  operation  must  be  put  down  on  the  wrong  side  of  the 
account.  On  the  other  hand,  in  certain  cases  we  have  the  prolonga- 
tion of  life  even  although  cure  is  not  effected,  and  again  we  have 
an  average  of  l7-2°/0  of  so-called  cures,  and  an  average  of  11%  of 
cases  which  have  lived  over  three  years  without  recurrence. 
Such  are  the  general  results  of  all  the  radical  operations  for 
malignant  disease  of  the  larynx,  and  their  relative  value  can 
now  be  measured  pretty  accurately ;  but  when  we  come  to  try 
to  contrast  them  with  tracheotomy,  we  find  that  statistics  help 
us  very  little,  and  we  require  to  fall  back  on  individual  ex- 
perience.   For  my  own  part,  I  regard  tracheotomy  as  a  most 
valuable  operation  in  malignant  disease ;  when  performed  early, 
even  before  there  is  much  obstruction  to  breathing,  the  rest 
which  it  affords  to  the  larynx  certainly  retards  the  progress  of 
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the  disease.    The  operation  is  practically  ,ree  from  danger;  out 

11     f  tra0he~  wh*h  I  have  performed  for 

death  in  this  instance  was  almost  to  be  expeeted.  The  patient 
who  was  eighty  years  of  age,  suffered  from  an  intrinsic  " 
hcma  causing  great  dyspnoea,  also  from  chronic  bronchitis 
emphysema,  and  dilatation  of  the  right  ventricle,  with  tricuspid 
regurgitation.  He  died  on  the  fourth  day  after  the  operation 
irom  syncope.  ' 

With  regard  to  the  choice  of  operation  in  individual  cases 
this  is  often  most  difficult,  as  very  seldom  does  the  full  extent 
ot  the  disease  appear  on  a  laryngoscopy  examination.    Only  its 
uppermost  limits  are  clearly  made  out,  and  it  may  therefore  be 
aid  down  as  a  general  rule  that  the  disease  is  more  extensive 
than  it  appears.    If  the  disease  is  extrinsic,  tracheotomy  is  the 
only  operation  justifiable;  but  should  the  disease  be  clearly 
limited  to  the  cavity  of  the  larynx,  then  a  tracheotomy  may  be 
followed  by  an  exploratory  thyrotomy,  and,  when  the  disease  has 
been  thoroughly  inspected,  then  the  surgeon  may  make  up  his 
mind  as  to  what  is  further  required.    I  fully  agree  with  what  Mr 
Butlin  says  regarding  the  choice  of  an  operation.   He  remarks  :— 
"  I  look  for  the  greatest  success  in  future  from  what  may  be 
termed  atypical  operations,  that  is,  operations  which  are  directed 
first  to  the  excision  of  the  disease  and  its  surroundings,  without 
reference  to  the  removal  of  one-half  or  the  whole  of  the' larynx." 
The  feeling  on  the  part  of  the  surgeon  that  he  must  perform  a 
recognised  or  a  "  classical  operation,"  instead  of  doing  simply 
what  he  finds  to  be  required,  is  a  wrong  one.    In  cases  of 
intrinsic  carcinoma,  should  a  thyrotomy  show  that  the  cartil- 
aginous structures  of  the  larynx  are  involved,  I  am  doubtful 
if  much  benefit  i|3  derived  from  excising  these,  as  they  are 
seldom  affected  at  a  period  when  the  tumour  is  of  such  a  size 
as  to  hold  out  any  hope  of  complete  removal ;  and,  again,  in 
cases  of  extrinsic  malignant  disease,  statistics  show  that  the 
immediate  risk  to  life  is  very  great,  and  the  hope  of  doing  good 
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very  small  My  own  experience,  as  well  as  the  statistics 
referred  to  above,  show  that  thyrotomy,  or  partial  excision  of 
the  larynx,  saves  or  considerably  prolongs  life  in  from  thirty  to 
forty  per  cent,  of  the  cases  in  which  the  malignant  tumour  is 
removed  early,  and  this  leads  me  to  say  that  it  is  not  the  precise 
method  of  operating  that  should  attract  and  hold  the  surgeon's 
attention.  His  whole  aim  should  be  to  attack  the  disease  as 
early  as  possible,  at  a  time  when  it  may  be  entirely  removed. 


CHAPTER  XL 
MALIGNANT  DISEASE  OE  THE  NASAL  FOSSiE. 

Malignant  Disease  in  the  Nasal  Foss.-Three  cases  of  Sarcomata  and 
two  cases  of  Carcinomata,  with  general  remarks  on  these  diseases, 

Eive  cases  of  malignant  disease  in  the  nasal  fossae  form  as  it 
were,  the  text  of  this  and  the  succeeding  chapter.  Of  these 
two  patients  have  been  cured  by  operation,  neither  of  them  hav- 
ing shewn  any  tendency  to  recurrence  of  the  disease  within 
twenty-three  months  of  the  operation.  One  was  a  round-celled 
sarcoma  (Case  1),  the  other  a  myxo-carcinoma  (Case  5). 

Case  XXV.  {Y).— Round-celled  sarcoma  of  septum;  duration 
seven  or  eight  weeks;  sudden  formation  and  rapid  growth;  com- 
plete removal,  with  cure.— The  patient,  a  woman,  ait.  29,  was 
admitted  into  the  Glasgow  Eoyal  Infirmary,  March  19,  1890, 
complaining  of  obstruction  in  the  right  nostril,  accompanied  by 
constant  dull  aching  pain,  and  slight  nasal  discharge.  The 
patient  stated  that  she  could  breathe  quite  freely  through  the 
right  nostril  until  seven  weeks  previous  to  admission,  when  she 
suffered  from  what  she  believed  to  be  "  a  cold  in  the  head," 
and  she  noticed  that  the  obstruction  daily  became  greater. 
On  examining  her  nose,  she  observed  a  whitish-looking  mass 
which  blocked  the  nostril,  and  this  growth,  she  said,  increased 
in  size  very  quickly,  so  that,  on  admission,  three  weeks  after 
the  tumour  was  first  noticed,  not  only  was  the  right  nostril 
blocked,  but  the  swelling  had  caused  considerable  bulging 
externally.    Eor  the  last  three  weeks  there  was  considerable 
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pain  occasioned  by  the  pressure  of  the  growth.  It  was, 
however,  not  continuous,  but  rather  intermittent  in  char- 
acter. She  also  suffered  from  a  continuous  aching  pain  in 
the  forehead,  which  she  distinguished  distinctly  from  the 
pain  just  referred  to.  On  examination  a  pale,  smooth,  firm, 
tumour  was  observed  on  the  right  side  of  the  septum,  to  which 
it  was  attached  by  a  broad  base.  The  growth  had  the  form 
and  size  of  a  half  of  a  large  walnut.  The  rounded  portion 
pressed  firmly  against  the  turbinated  bodies,  and  externally 
there  was  a  good  deal  of  bulging.  The  examination  caused  a 
small  quantity  of  blood  to  escape,  but  the  patient  said  that  on 
no  other  occasion  had  she  noticed  the  discharge  tinged  with 
blood.  I  was  very  suspicious  respecting  the  nature  of  the  tumour, 
and  therefore  removed  a  small  portion  of  it  for  microscopic 
examination,  which  showed  it  to  be  a  round-  and  spindle-celled 
sarcoma.  I  therefore,  by  reflecting  the  right  side  of  the  nose, 
exposed  the  tumour  freely,  and  removed  it  completely,  the  base 
of  the  growth  being  subsequently  cauterized.  Patient  came 
to  the  out-door  department  on  the  5th  April  1892,  perfectly  well, 
25  months  after  the  operation,  and  no  evidence  of  an  operation 
having  been  performed  is  seen  even  on  critical  examination. 

Eound-celled  sarcomata  usually  grow  very  rapidly;  but  not 
always,  as  is  well  illustrated  by  two  cases  which  came  under 
my  notice  in  private  practice,  the  details  of  which  I  think 
worthy  of  attention. 

Case  XXVI.  (2). — Small  round-celled  sarcoma  of  left  middle 

and  superior  turbinated  bodies,  repeated  and  profuse  haemorrhage, 

checked  occasionally  by  treatment.    Severe  pain,  displacement  and 

protrusion  of  eyeball;  somnolence,  death  by  coma  sixteen  months 

after  onset  of  the  disease. — Mr  M.,  set.  64,  consulted  me  on  the 

advice  of  Dr  Archd.  Brown  of  Mount  Florida,  in  May  1887. 

The  history  given  to  me  at  the  time  by  the  patient  was  as 

follows : — About  three  months  ago  he  began  to  experience  a 

difficulty  in  breathing  through  the  left  nostril,  and  at  the 

same  time  the  discharge  was  noticed  to  be  excessive,  and  occa- 

1 
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sionally  tinged  with  blood.  Since  then,  on  several  occasions, 
epistaxis  has  been  severe  and  prolonged.  The  patient  does  not 
complain  much  of  pain,  but  suffers  considerably  from  interfer- 
ence with  nasal  respiration,  and,  when  the  hemorrhage  is  severe 
he  feels  very  weak.  The  discharge  also  troubles  him  on  account 
of  its  quantity  and  foetid  odour.  Examination  of  the  nostrils  and 
posterior  nares  revealed  the  presence  of  a  small  soft  vascular 
tumour,  growing  from  the  posterior  part  of  the  superior  turbinated 
body,  together  with  considerable  thickening  of  the  mucous  mem- 
brane of  both  nostrils.  As  the  diagnosis  in  respect  to  the  nature 
of  the  tumour  was  not  clear  at  the  time,  palliative  treatment  was 
employed  for  the  purpose  of  restraining  the  haemorrhage,  and  if 
possible  reducing  the  swelling  of  the  mucous  membrane,  so  that  a 
more  complete  view  might  be  got  of  the  tumour. 

During  the  early  summer  months  (1887)  the  symptoms  were 
ameliorated,  and  the  patient's  general  health  improved  some- 
what, but,  towards  the  end  of  August,  while  residing  at  Eothe- 
say,  a  very  severe  attack  of  epistaxis  occurred.  So  profuse  was 
the  haemorrhage  that  the  anterior  and  posterior  nares  required 
to  be  plugged,  and  for  some  days  he  was  too  weak  to  be  removed 
to  Glasgow.  Early  in  September  he  called  on  me;  on  ex- 
amination I  found  that,  while  the  condition  of  the  mucous  mem- 
brane had  improved  in  appearance,  the  tumour  had  increased  in 
bulk,  and  was  even  more  vascular  than  formerly.  The  general  con- 
dition of  the  patient  was  not  such  as  to  justify  me  in  recommend- 
ing a  radical  operation,  even  although  such  a  procedure  had  been 
considered  requisite,  but,  when  it  was  also  known  that,  from  the 
situation  of  the  tumour,  complete  removal  was  impracticable, 
the  question  of  serious  surgical  interference  was  at  once  set 
aside.  The  only  operation  resorted  to  was  to  remove  as  much 
as  possible  of  the  tumour  with  the  electric  ^craseur,  for  the  pur- 
pose of  temporarily  restraining  the  haemorrhage.  In  this  the 
operation  was  successful  for  the  time  being,  but  haemorrhage 
recurred  within  a  few  weeks.  The  portion  of  the  tumour 
removed  was  the  size  of  a  large  walnut,  and  presented  the 
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f ollowing  appearance : — To  the  naked  eye  it  was  of  a  pale  pink 
colour,  very  soft  and  pulpy,  its  surface  was  irregular  and  frayed, 
not  unlike  the  appearance  presented  by  the  chorion  previous  to 
the  formation  of  a  placenta.  When  hardened  for  a  few  days  in 
spirits  the  growth  shrunk  to  about  a  fourth  of  its  original  size, 
and  on  microscopic  examination  exhibited  the  structure  of  a 
small  round-celled  sarcoma. 

The  subsequent  history  of  the  case  was  a  very  sad  one.  The 
hasmorrhages  became  more  frequent  and  profuse,  and  latterly 
almost  continuous ;  the  patient's  appetite  gradually  failed,  and 
suffering  much  from  dyspepsia,  his  strength  steadily  diminished. 

The  following  observations  are  taken  from  a  letter  I  received 
from  Dr  Archd.  Brown : — "  After  the  last  operation  the  haemorr- 
hages continued  to  occur  at  intervals,  but  in  the  course  of  time 
the  patient  began  to  suffer  from  other  symptoms,  due,  no  doubt, 
to  the  rapid  growth  of  the  tumour;  severe  neuralgic  pains 
troubled  him  day  and  night,  yielding  only  temporarily  to  power- 
ful sedatives.  Obstruction  to  the  lachrymal  duct  occurred, 
resulting  in  abscess.  Latterly  indications  of  displacement  and 
protrusion  of  the  eyeball  were  observed.  This  condition  gradu- 
ally increased  until  the  patient's  expression  was  totally  altered. 
The  general  weakness  was  now  very  marked,  induced  partly  by 
bleeding  and  by  pain  and  sleeplessness.  A  few  days  before 
death  the  patient  became  somnolent,  but  not  to  any  very  pro- 
nounced degree,  except  as  contrasted  with  his  previous  state. 
The  somnolence,  however,  suddenly  passed  into  coma,  which, 
after  twenty-four  hours,  ended  in  death  on  May  20,  1888," 
about  sixteen  months  after  the  onset  of  the  symptoms. 

The  other  case  I  was  asked  to  see  for  the  first  time  in  Decem- 
ber 1890.  It  was  one  which  interested  me  very  much  at  the 
time,  and  I  presume  that  a  short  account  of  the  history  of  the 
case  may  also  be  of  interest  to  the  reader. 

Case  XXVII.  (3). — Bound-celled  sarcoma  of  left  middle  turbin- 
ated lody.  Slow  growth  of  tumour,  followed  by  rapid  repeated 
copious  hemorrhages;  ultimate  involvement  of  the  base  of  the  skull 
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and  brain,  ending  in  death  from  coma.— The  patient,  T.  W.,  aet. 
46,  was  sent  to  me  by  Dr  William  Snodgrass,  of  Partick,  who 
furnished  me  with  a  very  complete  history  of  the  case.  From 
his  report  it  appears  that  the  patient  "  noticed  in  September 
1889  that  occasionally  fleshy-looking  masses  came  from  the 
left  nares  on  blowing  his  nose,  unaccompanied  by  haemorrhage 
to  any  extent,  and  not  causing  much  pain.  Soon  after  these 
masses  began  to  come  away  regularly  about  once  a-week.  The 
patient  then  consulted  Dr  Miller,  of  Largs,  who  removed  similar 
fleshy  masses,  and  advised  washing  the  nares  with  sea-water. 
In  February  1890  he  had  considerable  anxiety  from  business  and 
other  matters.  The  fleshy  masses  still  continued  to  come  away, 
and  he  continued  washing  the  nares  as  directed  by  Dr  Miller. 
Toward  the  month  of  November  1890  he  began  to  experience  a 
'  choky  '  sensation  when  eating,  and  had  frequent  slight  attacks 
of  epistaxis.  He  also  suffered  from  headaches  of  a  neuralgic 
kind,  which  occasionally  lasted  three  or  four  days,  and  were 
sometimes  relieved  after  an  epistaxis,  but  not  always.  Mr  W. 
consulted  me  on  Tuesday,  December  2,  1890,  regarding  the 
above  symptoms.  The  lower  turbinated  bone  on  the  left  side 
seemed  to  be  enlarged  and  hyperasmic.  I  therefore  advised  the 
patient  to  consult  Dr  Newman,  whom  he  saw  for  the  first  time 
on  Thursday,  December  4.  He  resumed  work  on  the  railway 
next  day,  and  when  he  was  engaged  writing,  about  9 "40  p.m.,  he 
noticed  that  he  had  made  a  mistake  in  addressing  a  letter.  He 
tore  up  the  paper  and  wrote  the  name  correctly  on  a  fresh 
envelope,  but  this  time  he  made  a  mistake  in  the  first  line  of 
the  address.  He  then  tore  up  the  second  envelope,  and  on  a 
third  one  he  wrote  the  name  and  first  line  of  address  correctly,  but 
made  a  mistake  in  second  line  of  the  address.  He  then  stopped 
work  and  walked  home,  about  two  miles,  and  he  found,  on  enter- 
ing the  house,  that  he  could  not  speak  to  his  wife.  I  saw  him 
about  11  p.m.  He  was  then  able  to  describe  the  occurrence  in 
a  perfectly  connected  manner.  The  pupils  reacted  normally  to 
light.    He  had  no  pain  in  the  head,  but  spoke  of  flashes  of  light 
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in  the  left  eye.  He  remained  in  bed  till  Monday,  December  8. 
On  that  day  he  went  for  a  short  time  to  work,  but  on  returning 
to  the  house  he  spoke  of  a  feeling  of  cold  in  the  right  arm,  leg, 
and  on  the  same  side  of  the  body,  although  no  difference  in 
temperature  between  the  two  sides  was  appreciable  by  others. 
On  December  25  he  rose  and  felt  fairly  well,  but  toward  evening 
his  friends  noticed  that  he  began  to  talk  incoherently,  and  I 
was  called  to  see  him.  When  I  arrived  I  found  that  he  was 
able  to  answer  questions  quite  correctly,  and  seemed  generally 
in  a  perfect  state  of  consciousness.  The  pulse  was  slow  and 
regular,  about  50  per  minute;  the  pupils  small,  but  reacting 
normally  and  equally  to  light.  The  eyelids  were  slightly 
oedematous,  as  were  also  the  cheeks,  but  there  was  no  other 
trace  of  oedema  about  the  body ;  he  experienced  no  pain.  He 
was  somewhat  pale,  with  brownish  earthy  tinge  on  face  and 
neck ;  the  breath  had  an  odour  of  stale  vinegar ;  there  was  no 
excessive  thirst  nor  hunger,  but  he  was  weaker  than  he  used  to 
be,  although  still  fairly  strong.  Urine  when  examined  showed  no 
albumen,  but  oxalates  of  lime  and  a  considerable  amount  of 
sugar  were  present.  A  slight  degree  of  mental  wandering  was 
noticeable  for  several  days.  Previous  to  December  29,  and  on 
that  day,  the  patient  had  an  attack  of  epistaxis,  in  which  about 
two  teacupfuls  of  blood  were  said  to  have  beeir^  lost.  This  was 
checked  by  the  application  of  iced  cloths  to  the  forehead  and 
the  nose.  It  returned  again,  however,  on  Tuesday  30,  and  was 
again  checked  by  applications  of  ice.  It  was  noticed  that  he 
now  became  somewhat  more  intelligent.  Pulse  soft,  slightly 
irregular ;  tremors  of  right  hand  were  noticed,  but  no  other 
sensory  or  motor  disturbance,  and  he  answered  questions  clearly. 
The  epistaxis  returned  again  on  Wednesday  31.  On  Thursday, 
January  1, 1891,  the  haemorrhage  was  checked  by  use  of  injection 
into  nostril  of  equal  parts  of  tinct.  f  erri  perchlor.  and  water.  On 
Friday  2,  epistaxis  in  considerable  amount,  and  marked  fcetor 
from  nasal  discharge.  Pulse  soft  and  irregular,  120  per  minute ; 
nares  plugged  with  cotton  wool  impregnated  with  iodoform ;  in- 
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continence  of  urine,  and  slight  ptosis  of  right  eye.  He  can  open 
the  eyelid  about  half-way,  but  he  cannot  tell  his  right  leg  from 
his  left.  Slight  haemorrhage  on  Saturday,  January  3,  and  Sun- 
day, January  4 ;  incontinence  of  urine  and  faaces;  considerable 
tremor  in  the  right  arm ;  increased  ptosis ;  no  complaint  of  pain. 
He  swallows  liquids  well,  but  he  has  had  difficulty  in  swallow- 
ing solids ;  pulse  irregular  in  force,  and  frequently  115  to  125  ; 
temperature  101°.  On  Monday  5,  only  a  trace  of  haemorrhage 
from  the  nostril.  The  left  nostril  was  now  blocked  by  the 
growth ;  the  patient  answered  most  questions  intelligently,  and 
he  could  move  his  arms  and  legs,  but  the  movement  of  right 
eyelid  was  still  deficient ;  pupils  small,  but  reacting  to  light ; 
paresis  of  both  hands ;  carphologia.  He  talks  incoherently,  but 
lies  perfectly  at  rest  in  bed ;  incontinence  of  urine  and  fasces 
still  present.  The  faeces  were  very  liquid,  and  of  a  dark  brown- 
ish colour;  temperature  in  the  evening,  100.4°;  pulse  very 
irregular  in  force  and  frequency.  Tuesday  morning,  temper- 
ature, 100.2° ;  pulse,  120 ;  any  attempt  to  open  the  right  eye 
was  resisted,  but  he  moved  both  hands  and  feet ;  marked  paresis, 
with  tremor  of  hands,  and  signs  of  nausea  when  given  food. 
This  passed  off  during  the  day.  Evening  temperature,  101.2° ; 
Wednesday,  January  7,  morning  pulse,  140;  temperature,  100°; 
respiration,  35 ;  tremors  more  marked ;  now  his  attention  can- 
not be  aroused.  Evening  pulse  too  irregular  and  weak  to  be 
counted ;  temperature,  102.2° ;  respiration,  40. 

"Patient  died  at  215  a.m.  on  Thursday,  January  8,  in  a  state 
of  coma." 

When  I  saw  the  patient  for  the  first  time  on  December  4, 
1890,  little  could  be  made  out  on  account  of  the  presence  of 
blood  clot,  which,  with  the  swelling,  completely  blocked  the  left 
nostril.  After  washing  the  nostril  as  well  as  possible,  a  bleeding 
point  was  seen  at  the  lower  extremity  of  a  diffuse  swell- 
ing, which  almost  filled  the  nares.  The  surface  was  smooth 
and  covered,  as  far  as  could  be  seen,  by  healthy  or  slightly 
liyperaemic  mucous  membrane,  and  it  looked  altogether  like 
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a  great  hypertrophy  of  the  middle  turbinated  body.  I 
touched  the  bleeding  point  with  the  electric  cautery,  and  sent 
the  patient  home.  I  did  not  then  suspect  the  existence  of 
malignant  disease,  but  at  the  next  visit  (December  11),  from 
what  the  patient  told  me,  and  from  the  appearance  of  the 
growth,  which  had  now  fungated,  it  was  very  evident  that  the 
disease  was  sarcoma. 

This  case  illustrates  well  the  difficulty  in  diagnosis  of  sarcoma, 
and  shows  how  closely  it  may  resemble,  even  at  a  late  stage  of 
the  disease,  simple  hypertrophy  of  the  turbinated  bodies. 

Besides  round-celled  sarcomata  and  spindle-celled  sarcomata 
.a  few  examples  of  melanotic  and  pigmented  sarcomata  have 
been  recorded  by  Heymann  (17)*,  Lincoln  (22),  Osio  (30),  and  Vien- 
nois         while  cases  of  myxo-sarcoma,  myelo-sarcoma,  glio- 
sarcoma,  alveolar  sarcoma,  and  adeno-sarcoma,  have  been  seen 
by  Viennois       Sargent  (36),  Mason  (25),  Weber  (42),  Fowler  (13), 
and  Bosworth  (3),  respectively.     On  looking  over  the  col- 
lected cases,  it  is  observed  that  while  these  tumours  may 
arise  from  any  part  of  the  nasal  fossse,  there  are  certain 
sites  selected  more  frequently  than  others.     The  septum  and 
upper  turbinated  bodies  are  particulary  liable  to  attack.  In 
the  former  situation  the  neoplasm,  by  perforating  the  carti- 
lage, or  by  involving  it  in  the  tumour  mass,  may  extend  into 
both  nostrils.  When  the  growth  developes  rapidly,  and  is  round- 
celled  in  structure,  it  may  be  mistaken  for  an  abscess,  or  a  soft 
syphilitic  growth,  and  when  hard  and  composed  of  spindle-celled 
tissue,  it  may  resemble  an  enchondroma. 

Examples  of  fibro-  and  spindle-celled  sarcoma  are  not  very 
frequently  met  with  in  practice,  but  cases  have  been  recorded 
by  Duplay  (8),  Mo  (20),  Chassaignac  (7),  Clamettes  (6),  Schmie- 
gelow  (37,)  Terrier  (38),  and  Major 

Passing  from  the  sarcomatous  tumours,  a  few  remarks  may  be 
made  regarding  the  carcinomata. 

Primary  carcinomata  of  the  nasal  fossae  are  seldom  met  with 

*  The  Bibliography  will  be  found  at  the  end  of  Chapter  XII. 
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in  practice,  and  very  few  examples  have  been  recorded.  Many 
of  the  tumours  designated  "cancerous,"  probably  on  account  of 
the  symptoms  associated  with  them,  have,  on  more  careful  in- 
quiry, proved  to  be  fibromata  of  the  naso-pharynx.     In  the 
early  stage  of  malignant  disease  of  the  nasal  fossa3,it  is,  in  many 
instances,  not  only  impossible  to  say  whether  the  tumour  is  a 
carcinoma  or  a  sarcoma,  but  it  is  difficult   to  pronounce 
the  affection  to  be  malignant  or  benign.    At  first  the  malig 
nant  growth  may  present  the  same  aspect  externaUy,  the 
same  colour,  consistence,  pedunculated  form,  and  give  rise 
to  the  same  kind  of  discharge  as  an  ordinary  mucous  polypus. 
The  malignant  growths  have,  as  a  rule,  a  greater  tendency  to 
undergo  degenerative  changes  than  the  benign  new  formations, 
and,  not  uncommonly,  even  before  the  local  condition  raises  any 
suspicion  as  to  the  nature  of  the  disease,  alteration  in  the  general 
health  may  lead  one  to  fear  the  presence  of  something  more  than 
a  simple  polypus. 

By  far  the  most  common  variety  of  carcinoma  met  with  in  the 
nasal  fossae  is  the  epithelioma.  Stated  roughly,  it  may  be  said 
that  two  thirds  of  these  tumours  are  epitheliomata,  while  the 
majority  of  the  remaining  third  are  adeno-carcinomata. 

Case  XXVIII.  (4). — Adeno-carcinoma  of  left  inferior  tur- 
binated body.  Complete  nasal  obstruction.  Little  pain  and  slight 
hemorrhage.  Operation.  Recurrence.  Death  in  three  months 
thereafter. — J.  M.,  aet.  47,  chrome  worker,  was  admitted  into 
the  Glasgow  Infirmary,  November  16,  1889,  complaining  of  in- 
ability to  breathe  through  the  left  nostril,  and  also  of  external 
swelling  on  the  left  side  of  the  nose.  About  20  years  ago  the 
septum  of  his  nose  became  perforated ;  this  he  attributes  to  the 
action  of  the  irritating  chemical  substances  amongst  which  he 
works,  and  he  says  that  many  of  his  fellow-workmen  are 
similarly  affected.  On  examination,  a  large  rounded  perforation 
is  seen  in  the  nasal  septum,  large  enough  to  allow  a  shilling  to 
pass  from  one  nostril  to  the  other.  The  margins  of  the  perfora- 
tion are  smooth,  completely  cicatrized,  pale  in  colour,  and  free 
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from  ulceration.    The  anterior  margin  of  the  perforation  is  situ- 
ated about  half-an-inch  from  the  tip  of  the  nose.    In  the  month 
of  May  (1889)  the  patient  began  to  notice  an  obstruction  m  his 
left  nostril,  preventing  him  from  breathing  through  it  and  giv- 
ina  the  sensation  of  the  presence  of  a  foreign  body.    There  was 
never  pain  in  the  nose  or  elsewhere,  but  several  times  small 
quantities  of  blood  escaped  from  the  left  nostril,  and  although 
not  much  blood  appeared  at  once,  there  was  a  continuous  dear 
or  blood-stained  watery  discharge.   On  examination  the  swelling 
is  seen  to  be  confined  to  the  left  side  of  the  nose,  and  this 
growth,  the  patient  states,  commenced  soon  after  he  felt  the 
nostril  was  obstructed,  and  since  then  it  has  gradually  increased. 
He  believes  that  the  swelling  has  not  become  any  greater  during 
the  last  month.    At  the  present  time  respiration  through  the 
right  nostril  is  free,  and  nothing  abnormal  can  be  seen  there.  The 
patient  has  never  complained  of  any  pain  in  the  nose,  but  nearly 
every  night  suffers  from  frontal  headache. 

The  tumour  occupies  the  anterior  half  of  the  left  nostril,  and 
almost  touches  the  septum.  It  is  firmly  attached  to  the  inferior 
turbinated  body  by  a  broad  base,  and  has  grown  so  as  to  cause 
considerable  swelling  of  the  face,  and  some  displacement  of  the 
nasal  bones.  The  tumour  is  of  a  pale  pink  colour,  is  irregularly 
nodulated  on  its  mucous  surface,  and  presents  somewhat  the 
appearance  of  coarse  oadematous  granulation  tissue.  When  its 
surface  is  injured  it  bleeds  freely. 

A  small  portion  was  removed  for  microscopic  examination. 
Several  sections  of  the  tumour  were  examined,  and  they  all 
presented  very  much  the  same  structure.  The  great  bulk  of  the 
growth  was  made  up  of  tubes  and  cavities  lined  by  cylindrical 
epithelium.  In  some  parts  the  glandular  structure  was  well 
preserved,  and  there  was  a  distinct  basement  membrane.  In 
other  parts  large  spaces  were  seen,  which  were  found  to  be  packed 
full  of  irregularly  shaped  epithelial  cells,  but  even  in  these 
spaces  the  cells  next  the  stroma  preserved  to  a  considerable 
degree  the  cylindrical  form.    The  whole  of  the  tumour  was 
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traversed  by  a  well  formed,  but  not  very  abundant  fibrous 
stroma :  so  small  m  amount  was  the  fibrous  tissue,  that,  in  some 
parts,  it  was  with  difficulty  detected  in  unstained  sections 

From  the  microscopic  characters  of  the  tumour  it  was  evi- 
dent that  we  had  to  deal  with  an  adeno -carcinoma,  or  what 
is  called  by  some  writers  a  cylinder-celled  epithelioma,  or 
malignant  adenoma.    I  assured  the  patient  that  little  could 
be  done  for  his  relief,  for  surgical  interference  would  pro- 
bably do  harm  rather  than  good,  unless  we  could  succeed  in 
extirpating  the  entire  tumour.    I  also  told  him  that  such  an 
operation  would  be  a  formidable  one.    He  determined  to  return 
home  to  consider  the  matter.    In  the  month  of  January  1890, 
the  patient  was  seen  twice,  and  on  his  second  visit  (on  the '21st) 
the  tumour  was  observed  to  have  increased  in  size,  and  he  was 
recommended  to  come  into  the  hospital  immediately,  but  he  did 
not  make  his  appearance  again  till  March  31.    Then  he  was  very 
anxious  to  have  an  operation  performed  at  once,  but  I  was  very 
reluctant  to  interfere  with  a  malignant  tumour  the  size  and 
extent  of  which  it  was  now  impossible  to  determine. 

At  the  operation,  the  extent  to  which  the  tumour  spread 
showed  that  there  was  little  hope  of  excising  it  entirely.  Even 
although  I  removed  the  tumour  very  freely  (as  will  be  shown 
when  the  operations  for  malignant  disease  are  described),  first 
with  the  knife  and  afterward  with  Volkmann's  spoons,  and  the 
thermocautery  still  recurrence  took  place  within  a  few  weeks,  and 
the  patient  died  in  less  than  three  months  thereafter,  that  is  to 
say,  about  sixteen  months  after  the  tumour  was  first  observed  by 
the  patient  himself,  though  probably  the  onset  of  the  disease 
occurred  at  a  more  remote  date. 

Case  XXIX.  (5). — Myxo-carcinoma  of  right  middle  turbinated 
body  of  ten  months'  diiration,  complete  removal.  No  recur- 
rence.— The  patient,  J.  K,  aet.  sixty-one,  a  labourer,  was 
admitted  into  the  Glasgow  Eoyal  Infirmary,  July  11,  1890, 
complaining  of  inability  to  breathe  through  the  right  nostril, 
which  he  observed  for  the  first  time  ten  months  previously, 
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at  that  time  the  obstruction  being  attributed  to  a  "cold  in  the 
head"    There  was  little  or  no  pain.    On  admission  the  right 
nostril  was  found  to  be  almost  completely  occluded  by  a  tumour 
springing  from  the  middle  turbinated  body.     But  while  the 
growth  was  observed  to  be  in  close  contact  with  the  septum,  that 
structure  was  found  not  to  be  involved,  as  a  probe  could  be  easily 
passed  between  it  and  the  inner  surface  of  the  tumour.  The 
neoplasm  was  very  irregular  and  nodulated,  was  highly  vascular, 
and,  on  the  slightest  injury,  bled  freely.    A  small  portion  of 
the  tumour  was  removed  for  diagnostic  purposes,  by  spoon-shaped 
forceps,  which  when  cutting  through  the  growth,  showed  it  to 
be  of  a  hard  brittle  consistence,  somewhat  resembling  frosted 
turnip. 

On  microscopic  examination  the  tumour  was  found  to  be  a 
myxo-carcinoma,  and  the  sections   presented  the  following 
structure.    The  great  bulk  of  the  tumour  displayed  the  ordinary 
characteristics  of  a  myxoma,  but  through  small  areas  the  changes 
about  to  be  described  were  observed.    The  surface  of  the  tumour 
was  seen  to  be  covered  by  stratified  squamous  epithelium,  which, 
for  the  most  part,  was  practically  normal  in  appearance,  but  at 
several  points  on  the  surface  of  the  section  the  epithelium  was 
noticed  to  dip  down  into  the  deeper  tissues,  and  was  no  longer 
limited  by  a  basement  membrane,  but  extended  into  and  was 
intimately  mixed  with  the  other  cells  of  the  tumour.    In  some 
parts  of  the  sections  distinct  nests,  or  laminated  capsules,  were 
discovered,  while,  in  other  portions,  the  epithelium  lining  the 
mucous  ducts  was  found  to  have  proliferated  freely. 

The  tumour  being  undoubtedly  malignant,  and  still  small  in 
size,  I  advised  the  patient  to  have  the  growth  removed  as  soon 
as  possible,  and,  as  I  had  to  leave  Glasgow  for  a  few  days,  I 
asked  my  assistant,  Dr  D.  M'Kellar  Dewar,  to  operate  by  the 
same  method  as  I  had  employed  in  removing  the  tumour  from 
J.  M.  (case  4). 

After  extirpation,  the  growth  was  found  to  weigh  one  ounce 
The  patient  made  a  good  recovery,  and,  when  seen  last  in  June 
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1892,  (twenty-three  months  after  the  operation),  there  was  no 
recurrence,  and  the  wound  had  healed  so  well  that  th  Jca  Jx 
was  only  8een  on  very  close  inspection. 

In  the  earlier  surgical  writings  of  this  century  very  little 

trzr:  m\de  to/rimary  maiignant  *—  °f  ^ 

toB8»,  and  no  clear  distinction  was  drawn  between  the  two 
.reat  divisions  of  malignant  neoplasms,  the  carcinomata  and 
the  sarcomata.     Writers,  at  that  time,  clearly  distinguished 
however,  a  form  of  disease  in  which  they  considered  it  LdvL 
able  to  operate,  on  account  of  the  danger  of  doing  harm  rather 
than  good  to  the  patient.    The  earliest  recorded  cases,  if  we 
exclude  the  vague  and  unsatisfactory  records  of  antiquity,  are 
one  published  by  Jonne  Babtista  Palletta  in  his  "  Exercitationes 
PathologicaB,"  Mediolani,  1820,  and  another  by  M.  Gerdy  in  the 
Traite  des  Polypes,"  published  by  him  in  Paris  in  1833.  In 
the  absence  of  microscopic  examination  of  the  tumours,  it  is 
very  difficult  to  ascertain  their  precise  nature,  as  the  descriptions 
given  are  equally  applicable  to  different  forms  of  malignant 
disease.    In  examining  the  literature  of  the  subject,  the  biblio- 
graphy of  which  is  appended,  these  and  other  cases  of  a  doubtful 
nature  will  be  omitted.     The  term  "cancer"  has  been  so 
frequently  used  as  equivalent  to  "malignant,"  that  only  by 
careful  inquiry  into  each  case  is  it  possible  to  form  a  reliable 
opinion,  many  of  the  published  cases  of  malignant  disease  not 
being  histologically  carcinomatous  although  called  so.  Within 
very  recent  times,  however,  a  sufficient  number  of  cases  of 
primary  malignant  disease  of  the  nasal  fosste  has  been  recorded 
to  afford  us  ample  material  for  making  an  accurate  classifica- 
tion, and  drawing  general  conclusions  respecting  the  symptom- 
atology, diagnosis,  prognosis,  and  treatment  of  the  diseases  at 
present  under  consideration.    The  most  common  variety  of 
malignant  disease  is  the  round-  or  the  spindle-celled  sarcomata, 
but  while  these  are  the  most  common,  sarcomata  may  occur  in 
great  variety,  and  present  considerable  diversity  in  their  life 
history  and  naked  eye  appearance.    Some  namely,  the  small 


SARCOMATA.  T4* 

round-celled  sarcoma,  are  of  very  rapid  growth,  and  are  com- 
posed of  soft,  highly  vascular  tissue,  which,  on  microscopic 
examination,  is  found  to  he  composed  almost  entirely  of  round- 
celled  embryonic  connective  tissue.   Between  this  type  of  growth 
and  the  hard,  firm  fibro-sarcoma  there  are  many  gradations,  just 
as  is  found  in  tumours  occurring  in  other  parts  of  the  body. 
Therefore,  it  is  not  always  easy  to  draw  a  clear  line  of  distinction 
between  them;  indeed,  in  many  instances,  different  portions  of 
the  same  growth  present  a  remarkable  diversity  in  their  histo- 
logical structure,  the  older  portions,  as  a  rule,  being  more  fibrous 
or  more  highly  developed  than  the  newer  parts;  and,  when 
recurrence  occurs,  after  extirpation  of  the  primary  tumour,  the 
secondary  formations  are  generally  more  rapid  in  growth  and 
lower  in  type  of  development  than  the  tumours  first  removed. 
From  an  inquiry  into  the  literature  of  the  subject,  it  has  been 
found  that  the  most  common  malignant  diseases  of  the  nasal 
fossa?  are  the  round-,  and  the  round-  and  spindle-celled  sarcomata. 
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On  the  subject  of  etiology  in  sarcomatous  disease  I  suppose 
something  must  be  said,  if  only  to  show  how  little  is  known 
Catarrhal  inflammation  is  said  to  predispose  to  sarcoma,  but 
upon  what  ground  the  statement  is  founded  I  have  been  unable 
to  ascertain.  The  influence  of  age  is  shown  in  the  following 
table :—  b 

Ages  of  patients  affected  with  Sarcoma. 


Below  10  years, 
Between  10  and  20  years 

20  „   30  „ 

30  „   40  „ 

40  „   50  „ 

50  „   60  „ 

60  „   70  „ 
Above  70  years,  . 


6  per  cent. 
19 

8 

9 
39 

8 

9 

2 


100 

From  the  table,  it  will  be  seen  that  the  ages  most  liable  to 
attack  are  those  between  10  and  20,  and  those  between  40  and 
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50  years,  while  persons  above  50  and  below  10  years  of 
aae  seldom  suffer  from  sarcomatous  disease  of  the  nasal  fossae. 
As  regards  sex,  it  appears  that  a  little  more  than  a  half  of  the 
persons  attacked  were  males. 

In  carcinomatous  disease,  the  influence  of  age  is  more  distinctly 
seen  than  in  the  sarcomata,  for  we  find  that  63  per  cent,  of  them 
are  over  50  years  of  age,  and  of  these  44  per  cent,  are  between 
the  ages  of  50  and  60.  Cases  recorded  by  Agnew  (46),  Fleury  («), 
Watson  (76),  and  Pemberton  (66),  certainly  are  said  to  have 
occurred  in  young  persons,  the  patients'  ages  respectively  being  8, 
20, 4,  5,  years,  but  from  the  descriptions  of  these,  I  think  there  is 
considerable  room  for  doubt,  in  the  absence  of  microscopic 
demonstration,  regarding  the  carcinomatous  character  of  the 
disease.     Indeed,  these  cases  appear  to  me  to  be  more  like 
examples  of  sarcoma.    A  question  of  considerable  interest  is, 
whether  or  not  a  benign  tumour,  such  as  a  mucous  polypus, 
may  spontaneously,  or  as  a  result  of  instrumentation,  undergo 
changes  of  a  malignant  character.    In  his  chapter  on  Nasal 
Polypus,  Bosworth1  states  the  case  thus:— "This  question  is 
naturally  much  confused,  in  that  it  may  be  that  those  cases 
which  have  undergone  malignant  degeneration,  have  been 
largely  the  result  of  crude  methods  of  extirpation,  rather 
than  of  any  inherent  tendency  of  the  myxomatous  tumour  to 
undergo  this  form  of  degeneration.    Billroth  states  that  the 
view  that  these  growths  may  take  on  carcinomatous  degeneration, 
has  been  accepted  as  an  article  of  faith,  rather  than  proven,  since 
the  only  absolute  proof  that  we  could  have  of  such  a  change, 
would  be  to  find  a  case  in  which  the  same  tumour,  beginning  as 
a  mucous  polyp,  would  subsequently  develop  into  one  of  the 
malignant  type,  and  such  a  case  to  his  knowledge  does  not  exist. 
In  this  same  work,  however,  he  cites  a  case  which  from  its 
history  seems  to  have  been  at  first  one  of  mucous  polyp,  which  after 
operation  apparently  took  on  a  carcinomatous  degeneration. 
He  also  reports  a  second  case  which  may  possibly  have  been  an 
1  Diseases  of  the  Nose  and  Throat,  vol.  i.  p.  399. 
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early  stage  of  a  similar  change.    In  a  subsequent  work,  however 
he  goes  so  far  as  to  state  that  the  tissue  found  in  nasal  polypi 
is  frequently  adeno-sarcomatous,  but  he  is  somewhat  vague  as  to 
the  clinical  significance  of  this  tissue.    J.  W.  Hulke1  reports  a 
case  of  nasal  polyp,  which  after  operation  at  varying  intervals 
of  time  developed  into  malignant  disease,  although  the  report 
of  the  case  is  unsatisfactory.    Sajous  makes  the  general  state- 
ment, without  further  comment,  that  nasal  polyps  occasionally 
degenerate  into  sarcoma.    A  search  through  the  literature  of 
the  subject  fails  to  reveal  on  what  grounds  this  statement  has 
been  made,  and  yet  a  somewhat  vague  impression  of  this  sort  seems 
to  prevail  in  the  minds  of  most  observers.   Thus  Lennox  Browne, 
after  asserting  that  after  operation  these  polyps  assume  more  of  a 
fibrous  character,  states  also  that  they  frequently  shew  under 
the  microscope  evidences  of  sarcomatous  structure.    Now  Butlin 
makes  the  statement  that  it  is  impossible  to  distinguish  micro- 
scopically between  round-celled  sarcoma  and  normal  granulation 
tissue,  which  would  seem  to  infuse  an  additional  element  of 
obscurity  into  the  question.    Beyer,  who  has  made  a  somewhat 
laborious  study  of  this  question,  reports  one  case  under  his  own 
observation,  of  a  man  fifty  years  of  age,  operated  upon  by  the 
galvano-cautery  for  *  nasal  polypus,'  who,  two  months  later,  had 
developed   cancerous  papilloma  (Zottenkrebs).  Schmiegelow 
cites  a  case,  reported  by  Schaffer,  of  a  man  forty-two  years  of 
age,  with  nasal  polypi  and  naso-pharyngeal  fibro-sarcoma,  in 
which  the  polypi,  in  the  course  of  a  year,  took  on  sarco- 
matous degeneration.     An  interesting  case  bearing  on  this 
point  came  recently  under  my  own  observation.    A  German, 
aged  forty-eight,  who  for  a  year  had  suffered  from  nasal  polyps, 
which  had  been  operated  upon  a  number  of  times  with  forceps, 
followed  by  their  rapid  recurrence,  came  under  my  care  Novem- 
ber 11th,  1887.    I  removed  a  number  of  small  polypi,  and  came 
down  upon  a  soft,  grumous-looking  mass,  springing  from  beneath 
the  middle  turbinated  bone,  which  bled  profusely  on  the  slight- 

1  Ophthalmic  Hosp.  Reports,  vol  iv.,  p.  98,  1883-1885. 
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est  manipulation.    A  small  portion  was  removed,  and  under  the 
microscope  the  growth  was  shown  to  be  angio-myxo-sarc  oma 
This  patient  was  seen  a  number  of  times,  at  intervals  of  a  fort- 
night, and  the  whole  growth  successfully  extirpated  by  means  of 
the  cold  wire  snare.    When  last  seen  he  had  gone  six  months 
without  a  recurrence.    The  microscopic  character  of  the  neo- 
plasm in  tins  case  would  seem  to  lend  weight  to  the  view  that 
a  myxoma  may  take  on  sarcomatous  degeneration.     I  think 
Schaffer's  case  may  be  excluded,  as  throwing  no  special  light  on 
the  question  under  discussion.     The  other  cases,  however,  it 
seems  to  me,  afford  undoubted  evidence  that  these  tumours  may 
undergo,  not  only  sarcomatous,  but  probably  carcinomatous 
degeneration,  probably,  however,  only  as  the  result  of  operative 
interference;  and  yet  when  we  remember  the  very  large  number 
of  cases  of  mucous  polypi  which  are  subject  to  exceedingly 
crude  and  harsh  methods  of  removal,  I  think  the  statement  may 
safely  be  made,  that  this-  tendency  toward  malignant  degenera- 
tion is  a  somewhat  feeble  one.    As  far  as  I  know,  there  is  no 
well-established  case  in  literature  of  nasal  polypus  having  under- 
gone malignant  degeneration  spontaneously. 

The  diagnosis  of  malignant  disease  has  been  referred  to  already, 
but  still  there  are  one  or  two  points  to  which  the  attention  of 
the  reader  requires  to  be  directed ;  one  worthy  of  note  is,  that 
malignant  and  benign  neoplasms  often  co-exist  in  the  same 
individual.  Voltolini,  Hopmann,  Schseffer,  Terrier  and  Eicard 
have  recorded  instances  where  the  two  varieties  of  tumour  have 
been  associated.  My  third  case  is,  no  doubt,  an  example  of  this 
It  is  necessary  to  bear  in  mind  that  it  is  not  always  right  to  con- 
clude that  because  a  benign  growth  has  been  removed  from  the  nos- 
trils,and  proved  to  be  such  by  a  microscopic  examination,  therefore, 
other  growths  occurring  in  the  same  individual  are  also  benign. 

Mackenzie  says  that  the  most  common  situation  for  malignant 
growths  to  appear  in  is  on  the  septum,  and  it  is  stated  by  Dr  A.  F. 
Plicque  that  "  a  polypus  inserted  on  the  septum  must,  in  fact, 

always  be  regarded  as  of  malignant  nature."  This  is  certainly  not 
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so.  I  have  removed  fibromatoua  and  myxomatous  tumours  which 
were  clearly  attached  to  the  septum,  in  which,  during  the  course 
of  the  case,  no  suspicion  was  raised  of  malignancy,  either  by  the 
clinical  history,  by  the  microscopic  appearance,  or  by  the  sub- 
sequent course  of  events. 

In  many  instances,  as  in  the  cases  I  have  just  now  described, 
the  tumour  may  increase  slowly  at  first,  but  in  the  end,' 
either  as  a  consequence  of  injury  or  of  operative  interference] 
it  may  fill  up  both  nasal  fossae,  and  extend  to  the  cavity 
of  the  skull  by  invading  the  ethmoid  and  sphenoid  bones.    In  a 
case  recorded  by  Duplay  a  tumour  existed  on  both  sides  of  the 
septum,  the  cartilage  being  perforated  by  the  growth.    It  was 
soft  and  fluctuant,  of  a  reddish  white  colour,  and  fluctuation 
could  be  detected  by  placing  a  finger  in  each  nostril.  The 
tumour  was  mistaken  for  an  abscess,  and  incised,  but  no  pus 
escaped,  and  shortly  after  the  neoplasm  invaded  the  whole  cavity 
of  the  nose,  and  the  patient  died.    This,  and  a  few  similar  cases, 
illustrate  very  well  the  great  difficulties  attending  the  diag- 
nosis of  soft  round-celled  sarcomata,  not  only  in  the  nasal  cavity, 
but  in  all  parts  of  the  body. 

The  indications  of  malignancy,  namely,  rapid  growth  of  the 
tumour,  pain,  frequent  and  copious  haemorrhage,  and  the  appear- 
ance of  the  parts,  together  with  the  general  constitutional  symp- 
toms and  aspect  of  the  patient,  are  not  always  present.  Many 
eminent  surgeons  have  been  led  astray  by  these  characteristics 
being  entirely  absent.  This  is  most  notably  observed  when  benign 
growths  occur  side  by  side  with  malignant  new  formations.  As 
a  rule,  but  there  are  exceptions,  malignant  growths  are  sessile, 
whereas  the  majority  of  benign  tumours  of  the  nasal  fossae  are 
pedunculated. 

When  malignant  neoplasms  have  become  diffused,  that 
is  to  say,  when  they  have  passed  beyond  the  range  of  oper- 
ative interference,  the  diagnosis  is  generally  easy,  and  the 
features  of  the  case  only  too  clearly  indicate  the  probable  course 
of  events.    In  such  cases  the  questions :  Should  a  radical  and 
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sometimes  formidable  operation  be  resorted  to,  or  should  we 
be  satisfied  by  adopting  palliative  measures  ?  are  seldom  raised, 
unless  the  patient,  as  in  my  fourth  case,  demands  that  an  opera- 
tion be  performed,  without  the  full  concurrence  of  the  surgeon. 

To  distinguish  between  carcinomata  and  sarcomata  during  the 
early  stage  of  the  disease  is  not  always  easy,  without  the  removal 
of  the  tumour,  or  a  portion  of  it.  As  a  rule  the  sarcomata,  ex- 
cept the  spindle-celled  variety,  give  rise  to  more  profuse,  and  more 
frequent,  haemorrhages  than  the  carcinomata.  Indeed,  in  cases 
of  the '  first-mentioned  disease  the  slightest  manipulation  may 
occasion  severe  bleeding,  which  is  frequently  difficult  to  stop. 
Again,  I  think  I  may  say  that  during  the  early  course  of  the 
disease,  pain  is  not  complained  of  to  the  same  extent  in  cases 
of  cancer  as  in  those  of  sarcoma. 

When  the  disease  has  made  much  progress,  there  is  un- 
fortunately little  difficulty  in  diagnosis.  Symptoms,  such  as 
severe  pain,  repeated  and  profuse  haemorrhage,  and  suppuration, 
doubtless  may  be  the  result  of  such  tumours  as  the  osteomata, 
fibromata,  or  soft  papillomata,  but  these  growths  do  not  increase 
rapidly  in  bulk,  nor  do  they  ulcerate  or  give  rise  to  cachexia  and 
involvement  of  the  lymphatic  glands,  which  are  observed  so 
frequently  in  malignant  disease. 

When  the  nature  of  the  tumour  has  been  ascertained  the  next 
question  which  presents  itself  is,  What  is  the  site  of  origin  of 
the  tumour,  and  what  is  its  relationship  to  other  parts  ?  It  is 
desirable  that  these  inquiries  be  answered,  if  possible,  before  the 
surgeon  determines  what  course  of  treatment  should  be  adopted. 

In  a  few  instances,  and  only  when  the  patient  came  under 
observation  during  the  early  stage  of  the  disease,  the  point  from 
which  the  growth  originally  sprung  has  been  ascertained ;  in  the 
great  majority  of  cases  recorded,  the  patient  has  sought  the  aid 
of  the  surgeon  only  after  the  tumour  had  increased  so  greatly 
in  bulk  that  the  most  skilful  anterior  and  posterior  rhinoscopic 
examination  failed  to  reveal  the  original  site  or  nature  of  the 
attachment  of  the  neoplasm. 
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In  such  cases  it  is  only  after  an  operation  has  been  performed 
for  the  removal  of  the  disease  that  the  relationship  of  parts  is 
made  out.  This  was  so  in  my  first  case ;  in  the  others  the  point 
of  origin  of  the  disease  was  easily  ascertained. 

When  tumours  occupy  the  nares,  the  relationship  which  they 
bear  to  other  important  structures  must  be  kept  in  view.  For 
example,  in  my  third  and  fourth  cases,  the  upper  parts  of  the 
nostrils  were  involved,  in  the  former  the  middle  and  superior 
turbinated  bodies,  in  the  latter  only  the  middle  turbinated,  as 
far  as  could  be  made  out.  In  both  of  these  instances  it  was 
abundantly  evident  from  the  history  that  the  growth  penetrated 
the  skull  and  gave  rise  to  the  serious  cerebral  complications 
from  which  the  patients  died. 

Most  of  the  recorded  cases  of  cancer  of  the  nasal  fossae  have 
been  described  as  simply  carcinoma,  without  reference  to  any 
particular  variety.  It  is  therefore  difficult  to  say  which  form 
of  the  disease  is  most  frequently  met  with,  but  as  far  as  I  know 
epithelioma  and  adeno-carcinoma  are  comparatively  common, 
while  only  a  few  cases  of  melanotic  cancer,  and  of  cylindroma 
have  been  published. 

The  prognosis  is  very  unfavourable,  but  not  so  immediately 
bad  as  in  malignant  disease  in  other  parts,  as  in  the  nose  not 
infrequently  the  neoplasm  grows  slowly,  and  the  glands  do  not 
rapidly  become  involved.  The  surgeon  must  form  his  opinion 
regarding  the  case  according  to  the  nature  and  the  rapidity  of 
growth  of  the  tumour,  the  age  of  the  patient,  the  duration  of 
the  disease,  and  the  extent  to  which  it  has  spread ;  also,  the 
possibility  of  removing  it  completely.  I  shall  consider  these 
points  in  their  order. 

The  round-celled  sarcomata,  and  the  encephaloid  carcinoma!  a, 
are  the  most  malignant  forms  of  disease.  Of  the  sarcomatous 
formations,  those  which  contain  in  their  substance  normal  tissues 
such  as  the  myxo-sarcoma,  the  adeno-sarcoma,  and  the  fibro-sar- 
coma,  are  more  easily  removed,  and  are  not  so  liable  to  recur, 
whereas  pigmented  sarcomata,  myelo-sarcomata,  glio-sarcomala, 
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and  angio-sarcomata,  are  likely  to  cause  death  within  a  short 
time.  The  tumour  known  as  carcinoma  cylindriformes  is  recog- 
nised as  the  least  malignant  form  of  cancer. 

The  age  of  the  patient  is  of  much  importance;  in  young 
persons,  when  they  are  attacked  with  sarcomatous  disease,  the 
tumour  spreads  with  great  rapidity,  and  usually  death  occurs 
within  a  few  months  of  the  onset  of  the  trouble.    In  middle 
life,  the  patient  is  more  likely  to  be  able  to  stand  a  serious 
operation  than  when  advanced  in  years ;  and,  moreover,  in  cases 
of  cancer  in  aged  persons,  the  power  of  resistance  is  much 
diminished,  and  the  individual  is  less  able  to  withstand  the 
exhaustion  induced  by  the  disease.     When  the  disease  in- 
volves the  upper  part  of  the  nares,  anything  in  the  way  of  a 
radical  operation  is  impossible,  and  even  attempts  at  partial 
removal  of  the  disease  are  contra-indicated,  as  evil  rather  than 
good  is  likely  to  result  from  such  interference,  not  only  by 
causing  a  more  rapid  extension  of  the  tumour,  but  also  by 
inducing  meningitis.     When  any  operation  is  contemplated 
upon  growths  in  the  situation  indicated,  it  is  advisable  to  pay 
special  attention  to  cerebral  symptoms.     The  importance  of 
attending  to  this  is  well  illustrated  in  my  third  case,  where 
shortly  after  I  first  saw  the  patient,  he  developed  such  a  train 
of  symptoms  pointing  to  cerebral  involvement,  viz.,  temporary 
aphasia,  inability  to  write  correctly,  flashes  of  light  in  the  left 
eye,  and  paresis  of  right  arm  and  leg,  that  I  not  even  for  a 
moment  contemplated  a  radical  operation. 

In  the  second  case  it  was  also  evident  that  any  attempt  at 
complete  removal  of  the  tumour  must  end  only  in  failure ;  the 
question,  therefore,  of  serious  surgical  interference  was  set  aside, 
and  the  only  operation  attempted  was  removal  of  very  vascular 
portions  of  the  growth  by  the  electric  ^craseur  for  the  purpose 
of  temporarily  restraining  the  haemorrhage. 

In  regard  to  treatment,  the  cases  of  malignant  disease  of  the 
nares  may  be  divided  into  two  classes : — (First),  those  in  which 
some  hope  may  be  entertained  of  completely  removing  the 


*5°  DISEASES  OF  THE  NASAL  FOSSA. 

diseased  parts,  as  in  cases  1,  2,  4,  and  5 ;  and  (Second)  those  in 
which  operative  interference  can  only  do  harm. 

Even  when  the  disease  appears  to  be  limited  in  extent  a 
preliminary  operation  for  the  purpose  of  getting  free  access  'to 
the  nostrils  is  necessary.  It  is  not  advisable  to  trust  to  the 
simpler  but  less  effectual  methods  of  removal  by  the  snare 
electric-cautery,  loop,  or  forceps.  If  anything  is  done  it  must 
aim  at  complete  removal.  Excision  of  small  portions  of  a 
tumour  for  diagnostic  purposes  may  be  justifiable,  but,  when 
the  disease  is  known  to  be  malignant,  other  circumstances  beina 
favourable,  the  sooner  a  radical  operation  is  performed  the 
better.  Elsewhere  I  have  drawn  attention  to  the  danger  of 
inducing  rapid  dissemination  of  cancer  by  partial  removal  of 
the  tumour.1 

It  is  not  necessary  for  me  to  describe,  or  to  discuss  the 
respective  merits  of,  the  numerous  methods  which  have  been 
proposed  by  different  surgeons,  as  they  include  all  possible 
methods  of  turning  aside  the  external  parts  for  the  purpose 
of  gaining  access  to  the  interior  of  the  nares.  Indeed,  in 
.dealing  with  malignant  disease  in  this  region,  the  operator  must 
be  guided  not  so  much  by  what  he  knows  of  the  case  previous 
to  operating  as  by  what  he  sees  during  the  operation.  The 
performance  of  a  certain  operation,  as  described  by  another 
surgeon,  may  be  on  the  one  hand  unnecessarily  severe,  or  on 
the  other  inadequate,  according  to  the  conditions  of  the 
individual  case. 

In  cases  of  sarcomatous  disease,  the  great  endeavour  of  the 
surgeon  should  be  to  recognise  the  disease  as  early  as  possible, 
and  free  the  patient  of  it  as  soon  and  as  completely  as  he  can. 

In  Cases  4  and  5  similar  operations  were  performed.  A 
free  incision  was  made  along  the  naso-labial  furrow ;  the  sub- 
septum,  and  the  cartilaginous  septum  were  divided,  and  the  soft 
parts  reflected  upwards.   The  posterior  nares  were  plugged,  so  as 

1  Transactions  of  the  Clinical  Society  of  London,  vol.  xxii.  p.  104  ;  and  chap, 
viii.  p.  102  of  this  work. 
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to  prevent  the  passage  of  blood  into  the  larynx,  and  in  both 
instances  the  growths  were  freely  removed  by  scissors,  Volk- 
mann's  spoons,  chisel  and  cautery,  with  the  object  of  carrying 
the  section  beyond  the  diseased  and  into  the  healthy  parts.  In 
Case  4  the  haemorrhage  was  very  severe,  and  even  after 
removal  of  the  turbinated  bones  and  a  large  part  of  the  left 
superior  maxilla,  it  was  found  impossible  to  remove  all  the 
disease.  The  cavity,  which  was  of  very  considerable  size,  was  care- 
fully packed  with  long  strips  of  iodoform  gauze,  and  the  ends  were 
allowed  to  protrude  from  the  anterior  nares.    The  haemorrhage 
was  thus  easily  checked,  and  the  external  parts  were  brought 
into  their  normal  position.    In  Case  5  the  tumour  was  limited 
to  the  mucous  membrane  of  the  middle   turbinated  body, 
but  notwithstanding  this  limitation,  the  growth  was  removed  en 
bloc  along  with  a  considerable  mass  of  surrounding  healthy  tissue, 
while  the  base  of  attachment  was  cauterized,  and  the  result,  as 
has  been  seen,  was  most  satisfactory.    No  recurrence  has  taken 
place  within  twenty-three  months  of  the  operation.  Usually, 
if  the  tumour  is  not  completely  removed,  it  reappears  within  a 
few  weeks  at  the  longest. 

The  first  case  (Case  1)  required  a  less  formidable  operation, 
on  account  of  the  growth  being  small  in  size,  and  situated  at  the 
anterior  part  of  the  septum.  In  this  instance,  only  the  right 
side  of  the  nose  was  reflected  by  making  an  incision  in  the  right 
naso-labial  furrow,  and  across  the  upper  lip,  a  little  to  the  left 
of  the  septum.  The  space  given  by  this  incision  was  quite 
sufficient  for  complete  and  easy  removal  of  the  tumour,  first  by 
scissors  and  Volkmann's  spoon,  and  afterward  by  the  free  applica- 
tion of  the  cautery. 

One  or  two  observations  may  now  be  made  regarding  the 
special  dangers  attending  operations  in  the  nasal  fossae.  One 
of  the  most  serious  dangers  is  haemorrhage,  especially  when  the 
tumour  is  of  large  size.  The  passage  of  blood  from  the  nares 
into  the  larnyx  and  trachea  has  also  led,  in  a  few  instances,  to 
bronchial  and  pulmonary  complications,  while  infective  diseases 
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such  as  septicemia,  erysipelas,  and  acute  meningitis,  have  been 
responsible  for  a  few  deaths. 

In  endeavouring  to  check  hemorrhage  the  surgeon  is  com- 
pelled either  to  employ  tampons,  or  to  plug  the  nares  with 
antiseptic  dressings.    But  on  account  of  the  offensive  discharge 
and  the  septic  conditions  previous  to  the  operation,  it  is  im- 
possible to  keep  the  exudations  sweet  for  any  length  of  time 

A  method  I  employed  in  operating  upon  a  large  soft  ulcerat- 
ing fibroma  answered  very  well.  It  is  one  which  might  be  used 
for  the  removal  of  a  malignant  tumour.    I  performed  tracheo- 
tomy a  week  previous  to  the  removal  of  the  tumour  in  the  nose. 
After  the  patient  was  anaesthetized  a  large  sponge  was  placed  in 
the  posterior  nares  and  pharynx  so  that,  while  chloroform'  was 
administered  by  the  tracheal  tube,  no  blood  passed  into  the 
mouth  or  trachea.    Ollier's  operation  was  then  performed,  and 
the  tumour  completely  removed,  after  which  very  profuse 
haemorrhage  occurred,  but  was  soon  checked  by  douching  the 
nares  with  carbolic  solution  at  180°  F.  (1-40  of  water).  When 
the  operation  was  completed,  the  sponge  was  removed  from  the 
posterior  nares,  and  a  clean  one  inserted,  so  as  to  completely  shut 
off  the  nares  from  the  mouth.    The  tracheal  tube  was  retained 
for  a  week,  the  patient  was  fed  by  means  of  an  oesophageal  tube, 
and  the  nares  were  douched  freely  three  times  a  day,  with  an 
antiseptic  solution.  By  these  means,  even  although  the  discharge 
was  most  offensive  previous  to  operating,  the  wound  was  kept 
quite  sweet. 

The  statistics  of  intra-nasal  operations  for  malignant  disease  are 
far  from  satisfactory,  for  in  the  large  majority  of  instances  the 
operators  have  published  the  cases  at  too  early  a  date,  and  have 
neglected  to  give  the  ultimate  result  at  a  later  stage.  Of  course 
where  the  operation  has  failed  to  remove  the  disease  entirely, 
the  course  of  the  case  can  be  easily  surmised,  but  in  those 
examples  where  the  surgeon  has  assured  himself  that  he  has 
excised  the  whole  tumour,  surely  it  is  his  duty  to  let  the  ultimate 
as  well  as  the  immediate  result  be  known. 
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The  results  of  the  operation  for  the  carciuomata  are  most 
discouraging,  while  those  for  sarcomata  are  only  a  little  more 
favourable. 

BIBLIOGRAPHY. 

Sarcomata  of  the  Nasal  Fossae. 

1.  Antona:  Eevista  Clin,  di  Napoli,  February,  1888. 

2.  Bacon:  Jour.  Amer.  Medical  Assoc.,  March  14,  1888. 

3.  Bosworth :  New  York  Med.  Kecord,  1885,  vol.  xxvii.,  p.  62. 

4.  Burckhardt :  Bericht  iiber  die  Chir.  Abtheilung  des  Ludwigs- 

Spitals  Charlottenhilfe,  1884,  p.  12. 

5.  Butlin :  St.  Barth.  Hospital  Reports,  1883,  p.  147. 

6.  Calmettes :  Ann.  des  Mai.  du  Larynx,  March,  1887,  vol.  xiii. 

pp.  89-92. 

7.  Chassaignac :  Moniteur  des  Hopitaux,  Paris,  1854,  vol.  ii,  p. 

266. 

8.  Duplay :  Traite"  Element,  de  Path.  Exteme,  torn,  iii.,  p.  846. 

9.  Erichsen  :  Lancet,  1864,  vol.  ii.,  p.  153. 

10.  Fayrer :  Medical  Times  and  Gaz.,  July  4th,  1868,  p.  3. 

11.  Ficano :  Gazz.  d'osp.,  Milano,  1888,  Lx.,  No.  12,  p.  90. 

12.  G.  Ficato  :  Gaz.  degli  ospitali,  Feb.  8, 1888. 

13.  Fowler  :  Lancet,  Nov.  28,  1885,  vol.  ii.,  p.  992. 

14.  Gallozzi :  II  Morgagni,  1878,  vol.  xx.,  p.  565. 

15.  Gosselin  :  Gaz.  des  Hopitaux,  1856,  vol.  xxix.,  p.  175. 

16.  Grynfeldt :  Montpellier  Medical,  1876,  vol.  xxxvii.,  pp.  307 

and  511. 

17.  Heymann:  Semon's  Intern.  Centralb.  f.  Laryng.,  Bd.  v,  p.  363. 

18.  Higgens  :  Guy's  Hospital  Eeports,  1886,  p.  91. 

19.  Hopmann  :  Virchow's  Archiv,  Bd.  xciii.,  p.  213. 

20.  Jeanselme:  Annales  des  Malad.  de  l'Oreille,  &c,  No.  5, 1884. 

21.  Kolaczek :  Arch.  f.  klin.  Chir.,  Berlin,  1875,  Bd.  xviii.,  pp. 

344-346. 

22.  Lincoln :  New  York  Med.  Jour.,  1885,  vol.  xlii.,  p.  480. 

23.  Loumeau:  Bull,  de  la  Soc.  de  Mckl,  Bordeaux,  April  1,  1887. 

24.  Major:  Trans.  Montreal  Med.  Chir.  Soc,  Nov.  16,  1888. 


*54  DISEASES  OF  THE  NASAL  EOSS/E 

25.  Mason:  Medical  Times  and  Gaz.,  May  1875,  vol.  i.  p  552 

26.  Mo:  LOsservatoire,  Gazetta  delle  CHniche  di  Tori n 188^ 

vol.  xvm.,  pp.  641-673  and  705 

28.  Michaux :  Gaz.  Med.  de  Paris,  1849,  No.  48,  p.  931. 

29.  Oilier:  Bull,  de  la  Soc.  de  Chirurgie,  May  1889 

30.  Os-  Ee.de  Clin.  Med.  Parcel.,  1875,  vol.  i.,  p.  312,  1876, 

31.  Palletta :  Exercit.  Patholog.,  Milan,  1820  p  7 

32.  Eabitsch:  Allg.  Wien.  Med.  Zeit.,  1869,  p  382 

33.  Eicard :  Plurality  des  Neoplasias,  Paris  1885 ' 

34.  achat:  Ann.  des  Mai.  de  1'Oreille  et  du  Larynx,  Paris, 

1881,  til,  pp.  327-331. 

35.  Eoutier:  Eev.  Chir.,  Jan.  1887,  p.  62. 

36.  Sargent :  Ttese  de  Paris,  1881,  No.  316,  p.  41 

37.  Schmiegelow:  Eev.  mens.  Laryng.,  &c,  Nos.  8  and  9,  1885. 

38.  Terrier :  Ann.  des  Mai.  de  1'Oreille,  &c,  1884,  x.  p.  279. 

39.  Trelat :  Gaz.  des  Hopitaux,  1883,  lvi.,  p.  210.' 

40.  Van  Buren  :  New  York  Journ.  of  Med.,  1849^  vol.  ii.,  p.  297 

41.  Viennois :  Lyon  Medical,  1872,  No.  18,  p.  8. 

42.  Weber :  Pitha  und  Billroth,  Handbuch  der  Allg.  u.  Spec 

Chir.,  Bd.  iii.  p.  201. 

43.  Weinlecher :  Bericht  der  K.  K.  Krankenanstalt  Eudolph- 

Stiftung  in  Wien  (1876),  1877,  p.  314. 

44.  Weir:  New  York  Med.  Jour.,  1887,  p.  282. 

Carcinoma  of  the  Nasal  Fossae. 

45.  Agnew:  Phila.  Med.  Times,  vol.  v.,  1875,  p.  612. 

46.  Barcilay:  De  l'epithelioma  des  fosses  nasales  et  de  son 

traitement  chirurgical. 

47.  Butlin,  H.  T. :  St  Barth.  Hospital  Eep.,  1885,  vol.  xxi.,  p.  151. 

48.  Campbell :  Brit.  Med.  Journ.,  1880,  vol.  i.,  p.  325. 

49.  Casabianca  :  These  de  Paris,  1877. 

50.  Delstanche  et  Marigue :  La  Presse  MeU  Beige,  1884. 

51.  Duret:  Journal  des  sc.  M<kl.  de  Lille,  July  2,  1887. 


5 

5o 


BIBLIOGRAPHY.  iSS 

2.  Earle:  London  Med.  Gaz.,  1827-28,  vol.  L,  pp.  159-161. 
i.  Eder  :  Aerzt.  Bericht  der  privat-Heil-Anstalt,  des  Dr  Eder 
1877,  Vienna,  1878,  p.  46. 

54.  Fleury :  Gaz.  des  Hop.,  1863,  p.  522. 

55.  Gerdy  :  Traite  des  Polypes,  Paris,  1833. 

56.  Hecker :  Arch,  fiir  Physiologische  Heilkunde,  1844,  iii.,  p.  260. 

57.  Heurtaux :  Gaz.  Med.  de  Nantes,  No.  6,  1885. 

58.  Hinde,  A. :  Medical  Eecord,  August  11,  1888. 

59.  Hopmann :  Virchow's  Archiv,  Bd.  xciii,  1883,  p.  234. 

60.  Kirmission :  Bull,  de  la  Soc.  de.  chirurgie,  July  4,  1888. 

61.  Lawrence:  Lancet,  1856,  vol.  i.,  p.  455. 

62.  Liebl:  Allg.  Wien.  Med.  Zeit,  1861,  Bd.  vi.,  p.  188. 

63.  Neudorfer :  Oesterreich.  Zeitschrift  fiir  prakt.  Heilk,  Wien, 

1858,  iv.,  p.  305. 

64.  Neumann  :  cesterr.  Zeitschr.  f.  prakt.  Heilk,  1858,  iv.  p.  17. 

65.  Palletta:  Exercitat.  Pathol.  Mediolani,  1820,  p.  1. 

66.  Pemberton:  Provincial  Med.  and  Surg.  Journal,  1850,  p.  519. 

67.  Pepper  and  Shakespeare :  Trans.  Path.  Soc.  of  Phila.,  1880, 

vol.  ix.,  pp.  138-144. 

68.  Pean :  Des  Affect,  de  la  Cloison  des  Fosses  Nasales  (Casa- 

bianca,  Paris,  1876). 

69.  Phelisse :  Journal  des  sc.  Med.  de  Lille,  August  20, 1886. 

70.  Eicard:  Pluralite  des  Neoplasmes,  Paris,  1885. 

71.  Schmiegelow :  Kev.  mens,  de  Laryng.  d'Otolog.,  &c,  Nos.  8 

and  9,  1885. 

72.  Seeliger :  "  Beobachtungen  und  Abhand.  auf  dem  Gebiete 

prakt.  Heilk.  von  Oesterr.  Aerzten,"  Wien,  1824,  Bd.  iv., 
p.  469. 

73.  Thier:  These,  8  Mai,  1885,  Paris. 

74.  Verneuil :  Bonheben ;  "  De  l'Extirpation  de  la  Glande  et  des 

Ganglions  sousmaxillaires,"  These  de  Paris,  1873. 

75.  Waldeyer :  Virchow's  Archiv,  1872,  Bd.  iv.,  p.  93. 

76.  Watson,  S. :  Diseases  of  the  Nose,  1875,  p.  287. 


CHAPTER  XIII. 
MALIGNANT  DISEASE  OF  THE  TONSILS. 

Malignant  disease  of  the  tonsils-general  remarks  and  narration  of  cases 
of  sarcomata  and  carcinomata. 

The  larger  works  on  general  surgery,  and  even  the  more 
modern  books  which  are  devoted  by  their  authors  to  the 
special  consideration  of  diseases  of  the  throat,  fail  to  mention, 
or  devote  only  a  limited  space  to,  malignant  disease  of  the  tonsils.' 
This  circumstance  demonstrates  one  of  two  facts :  either  the 
disease  rarely  attacks  the  tonsils,  or,  until  recently,  observers 
have  failed  to  record  the  cases  brought  under  their  notice. 
That  the  latter  rather  than  the  former  is  the  case  is  shown  by 
the  bibliography  appended,  and  by  the  fact  that  within  my  own 
experience  I  have  been  called  upon  to  treat  ten  cases. 

The  scanty  attention  bestowed  upon  the  subject  is  shown 
by  the  very  brief  reference  given  to  malignant  disease  of 
the  tonsils  in  one  of  the  best  books  on  diseases  of  the  throat 
of  its  time.  Sir  Morell  Mackenzie,  in  the  edition  of  his  book1 
published  in  1880,  says  : — 

"  This  is  a  rare  disease,  but  cases  have  been  reported  by  Vel- 
peau,  Maisonneuve,  Lobstein,  Lennox  Browne,  etc.  Most  of  the 
reported  instances  belonged  to  the  encephaloid  variety,  the 
disease  being  in  some  cases  primary,  and  in  others  due  to  exten- 
sion from  adjacent  parts.  I  have  met  with  seven  cases  of  cancer 
of  the  tonsils,  five  of  which  were  encephaloid  and  two  scirrhous." 
1   Diseases  of  the  Throat  and  Nose,  vol.  L,  p.  83. 
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The  statement  that  malignant  disease  of  the  tonsil  is  rare- 
a  statement  which  is  very  generally  accepted-seemed  to  me 
not  qnite  true  when  I  discovered  that  within  seven  years  I  had 
met  with  ten  cases.  It  is  evident  that  the  subject  is  one  of 
much  higher  importance  than  has  been  generally  admitted,  bo 
lone  as  the  belief  exists  that  the  tonsils  are  seldom  attacked  by 
malignant  disease,  there  is  a  great  risk  of  the  serious  nature 
of  the  malady  being  overlooked  by  general  practitioners  during 
its  early  stage,  and  of  its  behig  mistaken  for  some  acute  or  sub- 
acute inflammatory  affection  of  the  gland,  or  a  syphilitic  new 
formation. 

.  Ten  years  ago  it  was  with  great  difficulty  that  even  a  few 
well-authenticated  cases  could  be  collected.    For  example,  Mr 
Butlin,  in  his  valuable  work  on  Sarcoma  and  Carcinoma,  pub- 
lished 'in  1882,  collected  nine  cases  of  sarcomatous  and  three 
of  carcinomatous  disease  of  the  tonsil.    But  since  that  time 
observers  appear  to  have  been  more  careful  in  recording  their 
cases,  and  by  the  publication  of  such  admirable  compilations  as 
Dr  Semon's  Journal,1  a  research  into  the  literature  of  the 
many  diseases  attacking  the  upper  air-passages  has  been  rendered 
comparatively  easy. 

Malignant  disease  of  the  tonsil  is  so  fraught  with  danger,  and 
its  consequences  are  so  serious,  that  it  should  be  the  endeavour 
of  all  who  have  any  opportunity,  to  investigate  as  far  as  they 
can  the  means  of  diagnosing  the  disease  as  early  as  possible,  and 
to  add  what  they  can  to  the  methods  we  possess  of  alleviating 
suffering,  and  if  possible,  of  saving  life. 

In  carcinomatous  disease  of  the  tonsil,  as  in  extrinsic  cancer 
of  the  larynx,  or  in  epithelioma  at  the  base  of  the  tongue,  the 
lymphatic  glands  rapidly  become  involved,  whereas  in  some  of 
the  sarcomata,  especially  in  the  spindle-celled  variety,  the 
tumour  may  remain  encapsuled  for  a  considerable  period,  and 
the  glands  continue  unaffected.    I  shall  therefore  consider  these 

1  Internationales  Centralblatt  fur  Laryngologie,  Ehinologie,  und  verwandte 
Wissenschaften,  Berlin. 
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two  forms  of  malignant  disease  ^  ^ 
with  a  proper  study  of  the  whole  subject 

Sarcomatous  disease  is  met  with  1b  the  tonsils  in  various 
onns,  but  by  far  the  most  common  variety  is  the  round-eeUed 
sarcoma  or  lymphosarcoma,  a  most  virulent  disease,  and  one 
m  whK.h  secondary  formations  develop  rapidly.    It  is  a  malady 
m  which,  even  from  the  onset,  little  hope  can  be  entertained 
of  saving  the  patient.    Of  the  fifty-two  cases  which  I  have 
collected  nine  were  stated  to  be  round-celled  sarcoma,  and 
eighteen  were  named  lymphosarcoma ;  twenty-three  of  the 
cases  were  published  as  specimens  of  « sarcoma,"  the  exact 
variety  not  being  mentioned.     One  example  published  by 
Scheurlen  was  described  as  a  fibrosarcoma,  and  another  by  Gray 
as  an  adeno-sarcoma. 

The  following  very  interesting  case  illustrates  in  one  individual 
the  points  of  contrast  in  the  life  history  of  the  spindle-celled 
and  the  round-celled  sarcomata. 

Case  XXX  (1). — Bncapsuled  spindle-celled  sarcoma  of  left  tonsil; 
slow  growth  ;  lymphatic  glands  not  involved;  operation  through  the 
mouth;  no  local  recurrence  five  years  after  operation;  second 
sarcoma  formed  in  right  tonsil;  rapid  involvement  of  lymphatic 
glands,  palate  and  pharynx;  death  from  hemorrhage  and  exhaus- 
tion five  years  and  three  months  after  onset  of  disease  in  left 
tonsil.— Mrs  B.,  a  lady  aged  fifty  seven  years,  who  always 
enjoyed  good  health,  and  looked  much  younger  than  her  years, 
consulted  me  in  November  1884,  regarding  a  swelling  in  her 
left   tonsil,  which  her  medical  attendant  looked  upon  as 
a  subacute  tonsillitis.    He  had  been  employing  the  usual 
remedies,  but  without  any  good  effect ;  the  tonsil  continued  to 
increase  in  size  and  in  hardness,  and  caused  the  patient 
some  alarm,  but  no  pain,  or  even  discomfort  except  by  reason  of 
its  bulk.    I  found  the  left  tonsil  enlarged,  hard,  smooth,  and 
freely  movable.     There  was  no  involvement  of  the  lymphatic 
glands.    She  said  that  she  observed  the  swelling  for  the  first 
time  at  the  beginning  of  July  1884,  but  paid  very  little  atten- 


SPINDLE-CELLED  SARCOMA.  159 

tion  to  it  on  account  of  the  freedom  from  pain.    The  tonsil 
increased  in  size  very  slowly  at  first,  but  during  the  first 
fortnight  of  November  its  growth  had  been  more  rapid.  The 
appearance  of  the  tonsil  and  the  history  of  the  case  led  me  at 
first  to  suppose  that  I  had  to  deal  with  a  chronic  interstitial 
tonsillitis,  but  by  the  beginning  of  December  I  was  convinced 
that  the  disease  was  of  a  malignant  nature,  and  accordingly 
determined  to  operate  at  once,  as  the  tumour  appeared  to  me  to 
be  a  favourable  one  for  removal,  the  lymphatic  glands  being  still 
free  from  disease.    Having  previously  performed  tracheotomy, 
I  made,  on  the  5th  of  January  1885,  an  incision  through  the 
anterior  pillar  of  the  fauces  with  a  knife,  and  soon  came  upon 
a  dense  fibrous  capsule.    I  then  tried  to  enucleate  the  tumour 
with  the  finger  and  blunt  instruments,  but  the  capsule  ruptured, 
and  the  growth  became  completely  broken  up.    I  then  cleared 
out  the  whole  tumour  mass  with  a  Volkmann's  spoon  and 
subsequently  separated  the  capsule  from  its  surroundings.  The 
opening  thus  left  was  dusted  with  iodoform,  and  the  following 
day,  when  bleeding  had  ceased,  the  patient  was  again  placed 
under  chloroform,  and  the  whole  of  the  surface  from  which  the 
tumour  had  been  removed  was  very  freely  cauterized  with  a 
Paquelin's  cautery.    The  wound  healed  quickly,  and  the  patient 
made  such  a  good  recovery  that  she  was  able  to  leave  for  the 
south  of  Trance  in  the  second  week  of  February. 

Microscopic  sections  of  fragments  of  the  tumour  showed  it  to  be 
a  round-  and  spindle-celled  sarcoma.  Portions  taken  from  the 
centre  of  the  growth  were  composed  of  moderately  large,  round 
nucleated  cells,  closely  aggregated,  bound  together  by  an  almost 
homogeneous  material,  and  a  very  delicate  reticulum  of  what 
appeared  like  connective-tissue  fibres,  but  probably  were  really 
the  walls  of  blood  channels.  The  peripheral  parts  of  the  tumour 
were  formed  almost  entirely  of  spindle-cells  closely  packed  to- 
gether, and  presented  the  typical  structure  of  sarcomatous  tissue. 

Until  the  beginning  of  April  1889  (four  years  and  nine 
months  after  the  formation  of  the  sarcoma  in  the  left  tonsil,  and 
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four  years  and  three  months  after  its  removal  by  operation) 
the  patient  enjoyed  perfect  health,  but  about  the  middle  of  that 
month,  while  residing  in  Egypt,  she  felt  some  discomfort  in 
swallowing,  and  had  a  strong  disinclination  to  take  food  This 
she  thought  little  of,  as  she  had  been  travelling  and  the  weather 
had  been  unusually  cold,  but  when,  at  the  end  of  a  fornight  she 
found  that  her  throat  was  getting  rapidly  worse  arrangements 
were  made  to  return  home.  (Mrs  B.  knew  the  nature  of  the 
tumour  removed  from  her  left  tonsil)  In  passing  through 
Pans  she  consulted,  if  I  remember  correctly,  M.  Ch.  Fauvel, 
who  was  inclined  to  take  a  very  serious  view  of  her  case] 
although  he  did  not  express  a  definite  opinion  regarding  the' 
exact  nature  of  her  illness. 

I  saw  her  on  the  14th  of  May,  and  noticed  a  great  change  for 
the  worse  since  I  had  met  her  in  September  of  the  previous 
year.    Now  her  voice  and  articulation  were  indistinct,  the  sense 
of  taste  was  impaired,  there  was  a  continuous  and  copious 
discharge  of  saliva,  which  she  found  a  difficulty  in  swallowing 
while  awake,  and  during  sleep  it  escaped  from  her  mouth  in  large 
quantities,  soiling  the  pillows  and  bed  clothes.    Deglutition  was 
not  only  difficult  but  painful,  and  occasionally  fluid  food  escaped 
into  the  nostrils.    There  was  no  obstruction  to  nasal  respiration, 
but  the  sense  of  smell  was  imperfect,  and  yet  the  patient 
complained  greatly  of  the  odour  of  her  breath.    On  looking  at 
the  neck,  a  general  diffuse  swelling  was  noticed  on  the  right 
side,  and  by  palpation  the  growth  could  not  be  easily  limited. 
This  swelling  she  said  had  appeared  within  the  last  ten  days, 
and  was  very  rapidly  becoming  worse.    An  examination  of  the 
throat  revealed  the  presence  of  a  large  swelling  in  the  region  of 
the  right  tonsil,  and,  on  palpating  with  the  finger  in  the  mouth, 
the  tumour  in  the  tonsil  was  found  to  be  continuous  with  the 
swelling  in  the  neck.    The  whole  mass  was  soft  and  almost 
fluctuant,  and  its  limits  could  not  be  clearly  made  out ;  the 
mucous  membrane  of  the  soft  palate  and  of  the  right  anterior 
pillar  was  deeply  injected  and  much  swollen,  but  there  was  no 
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ulceration.  Microscopic  examination  showed  the  tumour  to  be 
a  round-celled  sarcoma. 

June  17, 1889.  Since  last  note  was  made  I  have  seen  the  patient 
every  third  or  fourth  day,  and  during  that  time  the  progress  of 
the  disease  has  been  very  rapid.  Now  ulceration  of  the  tumour 
has  occurred  in  the  mouth,  and,  as  a  consequence,  the  breath  is 
very  fetid,  the  swallowing  of  solids  has  become  almost  impossible, 
and  she  has  had  to  subsist  almost  entirely  on  fluid  and  semi-fluid 
food.  The  sense  of  taste  is  now  entirely  gone;  also,  she  has 
been  complaining  very  much  of  pain  in  the  right  ear,  and 
occasionally  small  quantities  of  blood  have  escaped  with  the 
discharges  from  the  mouth,  which  are  now  very  copious  and 
fetid. 

It  is  not  necessary  to  follow  in  detail  the  history  of  this  very 
distressing  case,  further  than  to  say  that  the  sarcoma  in  the 
right  tonsil  grew  rapidly  during  the  summer  months  of  1889, 
and  gave  rise  to  copious  and  often-repeated  hemorrhages,  which 
greatly  reduced  the  patient's  strength.  She  died  of  exhaustion 
following  a  haemorrhage,  on  the  8th  of  October,  1889 — that  is  to 
say,  six  months  after  the  onset  of  the  disease  in  the  right  tonsil. 
The  left  tonsil  was  unaffected  by  the  second  attack.  Therefore, 
as  far  as  the  excision  of  it  was  concerned,  the  operation  effected 
a  complete  cure. 

Another  case  of  sarcomatous  disease,  which  came  under  my 
notice  in  1886,  illustrates  in  a  typical  form  the  history  and 
appearance  of  the  tonsil  in  lympho-sarcoma. 

Case  XXXI.  (2) — Lymphosarcoma  of  the  right  tonsil, following 
acute  inflammation  with  suppuration  ;  rapid  extension  of  disease  to 
palate,  pharynx,  tongue,  and  lymphatic  glands ;  no  operation; 
death  in  five  months  from  hemorrhage  and  exhaustion. — The 
patient,  J.  M'M.,  aged  fifty-four  years,  a  merchant,  when 
first  examined  by  me,  stated  that  he  had  been  suffering 
from  "  a  sore  throat "  for  the  last  fifteen  weeks.  The  disease 
commenced  with  an  attack  of  what  was  believed  by  his  doctor 
to  be  an  acute  tonsillitis,  which,  as  he  at  first  thought,  ended  in 
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suppuration.    An  abscess  certainly  formed  in  the  tonsil  and 
burst,  after  which  the  patient  experienced  considerable  relief. 
About  a  month  after  the  first  onset  of  his  illness  he  became 
aware  of  the  presence  of  «  a  lump  in  his  throat,"  but,  on  account 
of  the  previous  inflammatory  attack,  neither  the  patient  nor  his 
medical  attendant  attached  much  importance  to  the  presence  of 
the  swelling  in  the  right  tonsil  until  the  tumour  began  to  ulcerate. 
Then  the  doctor  suspected  the  disease  to  be  specific,  and  treated 
it  accordingly,  although  there  was  no  history  of  syphilis,  nor 
were  there  any  secondary  manifestations.    When  I  examined 
the  patient  for  the  first  time,  the  following  conditions  were 
observed:  The  soft  palate  was  deeply  congested  and  (Edematous; 
the  uvula  elongated  and  pressed  to  the  left  side  by  a  smooth, 
soft,  globular,  livid  mass,  the  anterior  aspect  of  which  was 
apparently  covered  by  mucous  membrane,  while  its  inner  and 
posterior  surface  was  occupied  by  a  fungating  ulcer  covered  by 
a  yellowish  grey  slough.    The  tumour  was  about ,  the  size  of  a 
golf  ball,  and  was  not  limited  to  the  right  tonsil,  but  invaded 
the  anterior  pillar,  part  of  the  soft  palate,  and  numerous  lym- 
phatic glands. 

I  was  quite  satisfied  that-  I  was  dealing  with  a  soft,  rapidly 
growing  sarcoma ;  but  to  make  the  diagnosis  certain,  I  removed 
a  portion  of  the  tumour  for  microscopic  examination,  which 
proved  my  suspicions  to  be  correct.  No  operation  was  per- 
formed; the  tumour  spread  rapidly  to  the  tongue,  palate,  and 
pharynx;  and  the  patient  died  from  haemorrhage  and  exhaustion 
about  five  months  after  the  first  symptoms  were  complained 
of.  These  two  are  the  only  examples  of  sarcomatous  disease 
which  I  have  seen. 


The  following  cases  of  cancer  of  the  tonsil  are  interesting : — 
Case  XXXII.  (3) — Syphilitic  gumma  of  the  right  tonsil,  extend- 
ing to  the  soft  palate  and  wall  of  the  pharynx,  with  early  involvement 
of  the  lymphatic  glands ;  slowly  amcnaUe  to  treatment,  hut  followed 
by  development  of  a  carcinoma, — W.  S.,  a  labourer,  aged  forty- 
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one  years,  was  first  seen  by  me  at  the  Royal  Infirmary 
about  the  end  of  January  1890,  when  he  stated  that  about  nine 
months  ago  he  first  noticed  that  he  had  a  little  difficulty  in 
swallowing,  and  on  looking  at  his  throat  he  observed  that  there 
was  a  slight  swelling  on  the  right  side  of  the  throat,  but  he  did 
not  detect  any  enlarged  glands  in  the  neck  until  November 
1889.  When  he  came  to  the  out-door  department,  he  com- 
plained of  great  difficulty  in  swallowing,  and  considerable  pain, 
especially  at  night.  His  breath  had  an  extremely  fetid  odour, 
and  on  inquiring  into  the  history  of  the  case  I  found  clear 
evidence  of  the  man  having  contracted,  and  of  having  been 
treated  for  syphilis  six  years  previous  to  the  throat  affection 
setting  in.  On  examination,  a  large  grey  and  red  fungating 
mass  was  seen  occupying  the  situation  of  the  right  tonsil,  and 
extending  forward  and  upward  along  the  anterior  pillar  to  the 
soft  palate.  The  tumour  was  very  soft  and  friable,  and  large 
parts  of  it  were  in  a  sloughing  condition.  On  examining  the 
neck,  several  greatly  enlarged  glands  were  found.  These  were 
hard,  firmly  fixed,  and  seemed  to  be  continuous  with  the  tumour 
in  the  mouth.  In  the  mouth  there  was  a  large  quantity  of 
muco-purulent  material  tinged  with  blood,  but  on  questioning 
the  patient  he  informed  me  that  he  never  had  any  severe 
haemorrhages  from  the  growth.  He  was  weak,  emaciated,  and 
very  anxious  regarding  his  condition.  I  therefore  recommended 
him  to  come  into  the  ward,  but  he  preferred  to  be  treated  as  an 
out-patient  until  the  24th  of  April  1890.  By  this  time  the 
tumour  had  only  slightly  increased  in  size,  but  during  the 
interval  considerable  portions  had  sloughed  away,  some  of  the 
pieces  being  as  large  as  a  walnut.  Now  the  tumour  was  about . 
the  size  of  a  goose's  egg,  and  the  greater  part  of  it  bulged  into 
the  mouth  and  pharynx,  and  during  sleep  it  caused  considerable 
difficulty  in  breathing.  His  voice  and  articulation  were 
markedly  nasal,  and  there  was  considerable  obstruction  in  the 
right  nostril.  Swallowing  was  difficult  and  painful,  so  that  his 
food  required  to  be  almost  entirely  fluid.    The  sense  of  taste 
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was  impaired,  and  generally  at  night  he  suffered  from  severe 
pam  in  the  right  ear. 

When  the  patient  was  admitted  into  the  ward  I  examined 
him  repeatedly,  and  he  was  also  seen  by  my  assistant,  Dr  D 
M'Kellar  Dewar.    From  the  appearance  of  the  growth,  taken 
together  with  the  history  of  the  patient,  we  had  considerable 
doubt  as  to  the  nature  of  the  disease.    The  circumstances  (1) 
that  there  was  clear  evidence  of  the  man  having  contracted 
syphihs  a  few  years  before;  (2)  that  the  progress  of  the  disease 
was  slow;  (3)  that  haemorrhage  was  absent,  and  (4)  that  there 
was  a  tendency  in  portions  of  the  growth  to  separate  by  slough- 
ing, disposed  me  to  regard  the  new  formation  as  syphilitic; 
whereas,  on  the  other  hand  (1)  the  marked  dysphagia  and 
severe  pain  radiating  from  the  throat  to  the  ear;  (2)  the  marked 
involvement  of  the  lymphatic  glands;  (3)  the  emaciation  and 
anaemia,  which  were  altogether  out  of  proportion  to  the  diminu- 
tion in  the  quantity  of  food  taken,  led  me  to  suspect  the  disease 
to  be  malignant.    At  first  the  patient  was  treated  by  giving  him 
green  iodide  of  mercury  and  extract  of  opium  in  pills,  while 
the  mouth  was  sprayed  with  a  solution  of  perchloride  of  mercury 
after  the  use  of  an  alkaline  gargle.    This  course  of  treatment 
was  followed  by  the  administration  of  iodide  of  potassium  in  the 
usual  way;  but  when  the  patient  left  the  ward  at  his  own 
request  on  the  30th  of  May,  it  was  noted :  "  Since  admission 
the  growth  has  remained  practically  of  the  same  size,  even 
although  large  portions  have  separated  spontaneously  or  in 
sloughs.    Under  treatment  by  iodide  of  potassium  the  tumour 
ceased  to  progress,  but  it  cannot  be  said  that  there  was  any 
actual  diminution  in  its  bulk."    Portions  of  the  growth  which 
came  away  spontaneously  or  were  removed  by  forceps  presented 
the  microscopic  characters  of  a  gumma.    Therefore,  when  the 
patient  was  dismissed,  he  was  directed  to  continue  the  anti- 
syphilitic  treatment,  and  to  come  to  the  out-door  department 
regularly,  which  he  did.    During  the  summer  of  1890,  the  con- 
dition of  the  throat  improved  very  much,  and  for  some  time  I 
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had  a  hope  that  a  cure  might  be  effected.  The  slow  response  to 
treatment,  however,  rendered  the  diagnosis  doubtful. 

During  the  autumn  of  1890,  the  patient  was  seen  occasionally 
at  the  out-door  department,  and  until  November  of  that  year 
he  improved  considerably ;  but  even  at  the  best  there  was  a 
marked  swelling  on  the  right  side  of  the  neck,  and  very  distinct 
enlargement  of  the  right  tonsil  with  ulceration  of  its  surface. 
From  the  beginning  of  November  till  the  13th  of  February 
1891,  the  patient  was  not  seen,  and  when  he  returned  his 
condition  appeared  to  be  so  much  worse  that  1  advised  him  to 
come  into  the  ward  again.  The  ulcerated  area  was  now  greatly 
increased  in  size,  but  the  tendency  of  portions  of  the  tumour  to 
separate  by  sloughing  was  not  so  marked  as  formerly.  The 
patient  now  complained  of  great  difficulty  in  swallowing,  and 
he  suffered  very  much  from  pain  at  all  times.  The  growth 
seemed  to  be  harder  than  in  November  1890,  and  the  lymphatic 
glands  were  involved  to  a  greater  extent.  In  order  to  relieve 
the  dysphagia  a  large  portion  of  the  tumour  was  removed,  and 
subsequently  submitted  to  microscopic  inspection,  when  it  was 
found  at  some  parts,  but  not  all,  to  present  the  characters  of  an 
acute  carcinoma.  The  patient  was  kept  in  the  ward  for  a 
month;  during  that  time  no  improvement  took  place.  On 
account  of  the  malignant  character  of  the  disease,  and  the 
extent  to  which  it  had  spread,  no  radical  operation  could  be 
advised;  the  patient  was  therefore  dismissed,  palliative  treat- 
ment being  prescribed. 

Case  XXXIII  (4). — Primary  epithelioma  of  the  right  tonsil ; 
rapid  and  extensive  involvement  of  ly  mphatic  glands  ;  no  operation. 
— H.  W.,  an  engineer,  aged  forty  years,  came  to  the  out-door 
department  of  the  Eoyal  Infirmary  for  the  first  time  at  the 
beginning  of  October  1890.  The  patient  was  unable  to  say 
when  he  began  to  be  troubled  with  his  throat,  but  he  was 
certain  that  in  the  previous  July  it  was  quite  well.  "What  he 
complained  of  most  was  pain  in  the  right  ear,  and  at  the  angle 
of  the  lower  jaw  on  the  same  side ;  he  also  experienced  con- 
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siderable  difficulty  in  opening  his  mouth,  and  thought  « that  his 
jaw  was  becoming  fixed/'  which  he  considered  to  be  due  to  a 
hard  swelling  under  the  jaw.    This  swelling,  he  said,  had  been 
growing  very  rapidly  of  late,  while  at  the  same  time  the  pain 
had  become  more  intense,  and  was  always  worst  at  night 
When  examined  by  me  for  the  first  time,  on  palpating  the  right 
side  of  the  neck,  I  found  a  large,  diffuse,  irregular,  and  firmly 
fixed  tumour  immediately  below  the  angle  of  the  lower  jaw, 
and  on  passing  the  finger  into  the  mouth,  the  tumour  in  the' 
neck  was  "found  to  be  continuous  with  a  growth  in  the  right 
tonsil.    The  whole  mass  was  as  large  as  half  a  cricket  baU.  On 
further  questioning  the  patient,  the  fact  was  clearly  made  out 
that  the  enlargement  of  the  tonsil  occurred  fully  two  months 
before  he  noticed  any  swelling  in  the  neck.    Indeed,  the  in- 
volvement of  the  lymphatic  glands  was  apparent  to  the  patient 
for  the  first  time  at  the  beginning  of  September.    On  examining 
the  mouth,  a  large  and  not  very  well  defined  tumour  was  found 
to  occupy  the  place  of  the  right  tonsil.    The  great  bulk  of  the 
tumour  was  covered  by  congested,  but  otherwise  uninjured, 
mucous  membrane ;  and  at  its  anterior  part,  corresponding  to 
the  situation  of  the  anterior  pillar,  there  was  a  deep,  irregular 
excavated  ulcer,  covered  by  a  greyish  slough.    There  was  no 
history  of  syphilis.    From  the  history  of  the  case,  and  the 
appearance  of  the  tumour,  I  was  satisfied  that  it  was  an  epithe- 
lioma.   The  patient  was  therefore  advised  to  come  into  the 
ward,  in  order  that  a  more  complete  examination  might  be 
made,  and,  if  considered  advisable,  an  operation  performed.  On 
admission  to  the  ward,  a  small  part  of  the  tumour  was  removed 
for  microscopical  examination,  when  it  proved  to  be  an  epithe- 
lioma; but  considering  the  wide  area  involved  in  the  tumour, 
its  very  rapid  growth,  and  the  weak  and  anemic  condition  of 
the  patient,  I  did  not  consider  it  my  duty  to  do  more  than  state 
fully  the  whole  circumstances  of  the  case  to  the  man  himself, 
and  he,  I  think  wisely,  determined  not  to  have  an  operation 
performed.    In  this  case,  I  felt  that  the  immediate  dangers  of 
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the  operation  were  very  considerable,  while  the  prospects  of 
prolonging  life  or  alleviating  suffering  were  not  great. 

Case  XXXIV.  {^—Epithelioma  of  the  left  tonsil ;  rapid  growth 
and  speedy  involvement  of  lymphatic  glands;  dysphagia,  severe  pain, 
ancemia,  and  death  from  exhaustion  three  months  after  onset  of 

disease.— Mrs  B  ,  housewife,  aged  forty-seven  years,  was 

admitted  to  the  Glasgow  Royal  Infirmary  on  the  23rd  of 
December  1889,  in  an  extremely  weak  and  emaciated  condition. 
So  reduced  was  her  strength  that  I  found  some  difficulty  in 
getting  a  history  of  her  illness.  From  what  she  told  us  it 
appeared  that  only  three  months  previously  had  she  noticed 
anything  wrong  with  her  throat,  and  for  a  fortnight  this  only 
amounted  to  a  difficulty  hi  swallowing;  but  soon  afterwards 
pain,  at  first  slight,  but  subsequently  severe,  troubled  her, 
especially  at  night.  The  pain  extended  from  the  larynx  to  the 
left  ear,  was  always  present  more  or  less,  but  as  a  rule  was  not 
so  bad  in  the  morning.  Beyond  the  pain,  dysphagia,  and 
general  weakness,  she  complained  of  nothing.  On  examining 
the  throat  a  large  epithelioma  was  found,  involving  the  left 
tonsil,  and  extending  downward  to  the  epiglottis,  and  leading  to 
secondary  formations  in  the  cervical  lymphatic  glands.  Those 
at  the  angle  of  the  jaw  were  incorporated  in  the  tumour,  and 
altogether  formed  a  mass  the  size  of  a  large  apple.  Viewed 
within  the  mouth,  the  tumour  was  seen  as  a  large  fungating 
and  sloughing  growth,  the  surface  of  which  was  covered  by  a 
muco-purulent  and  extremely  fetid  discharge.  On  palpation  it 
was  found  to  be  hard  and  nodulated ;  and  on  microscopic  section 
it  presented  the  character  of  an  epithelioma.  At  the  level  of 
the  cricoid  cartilage  there  was  a  small  gland,  which  was  hard, 
but  not  fixed  to  the  skin,  nor  to  the  underlying  structures. 
Cachexia  was  well  marked,  the  pulse  very  weak  and  small. 
The  patient  died  from  exhaustion  six  days  after  admission. 

Case  XXXV.  (6) — Epithelioma  of  right  tonsil,  spreading  to  soft 
palate  within  six  weeks,  and  to  glands  within  eight  weeks;  case 
favourable  within  first  three  months,biot  operation  refused  by  patient; 
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death  fronchnnorrhage  and  exhaustion  sice  months  after  onset  of 
te,-D.  WW.,  aged  sixty-one  years,  a  shoemaker,  a  man  oi 
mtemperate  habits,  but  who  enjoyed  unvarying  good  health 
until  three  months  previous  to  admission  to  the  Glasgow  Royal 
Infirmary,  on  the  27th  of  June  1888.    About  the  beginning  of 
April  of  that  year  he  first  experienced  some  discomfort  in 
swallowing,  and  when  he  looked  at  his  throat  in  a  mirror  he 
noticed  a  swelling  of  the  right  tonsil,  but,  considering  it  to  be 
oi  no  importance,  he  did  not  seek  medical  advice  until  the  15th 
of  June  1888,  when  he  consulted  me.     He  then  gave  the 
following  history  of  his  illness  .-At  the  end  of  the  first  week 
of  April  he  thought  that  a  bone  had  stuck  in  his  right  tonsil 
and,  searching  with  his  finger-nail,  he  caused  some  bleeding  but 
did  not  find  a  bone.    At  this  time,  the  tonsil  was  not  much 
enlarged,  but  during  April  and  May  considerable  increase  in  its 
bulk  occurred,  so  that  by  the  end  of  the  latter  month  it  was 
"  the  size  of  a  large  walnut,"  according  to  the  patient's  statement, 
and  the  tumour  had  begun  to  grow  over  the  soft  palate.  On 
the  17th  of  May  there  was  a  moderately  profuse  hamorrhage 
(twelve  ounces)  from  the  tumour,  and  from  that  date  until  the 
15th  of  June  bleeding  occurred  almost  daily,  but  was  seldom 
more  than  two  or  three  ounces  at  a  time.    Pain  also  set  in 
about  the  beginning  of  May,  and  increased  in  severity  and 
duration  along  with  the  enlargement  of  the  tumour.    On  the 
5th  of  June  the  patient  noticed  for  the  first  time  a  distinct  and 
separate  swelling  at  the  angle  of  the  lower  jaw,  and  he  said  that 
as  this  swelling  increased,  the  pain  in  the  throat  and  ear 
diminished.    When  examined  by  me  at  his  own  home  I  found 
him  pale,  but  not  emaciated.    A  man  of  5  feet  9  inches,  he 
weighed  10  stones,  11  pounds,  but  when  in  perfect  health  his 
weight  was  11  stones,  12  pounds.    Considering  his  condition, 
his  general  health  appeared  good.     The  voice  was  nasal  in 
quality,  but  there  was  little  or  no  impediment  to  breathing  by 
the  mouth,  although  the  mobility  of  the  tongue  was  impaired 
by  the  enlarged  tonsil.     On  examining  the  throat,  an  ulcer 
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about  the  size  of  a  penny,  round  in  form,  and  with  everted  edges, 
was  found  to  occupy  the  upper  portion  of  the  right  tonsil,  and 
the  neighbouring  part  of  the  soft  palate.  The  ulcer  was  about 
equally  distributed  on  each  of  these  parts.  The  surface  of  the 
ulcer  and  its  edges  presented  a  fungating  appearance,  while  the 
surrounding  mucous  membrane  was  hypersemic  and  oedematous, 
and  covered  from  time  to  time  by  a  very  fetid  muco-purulent 
discharge.  At  no  time  were  sloughs  seen  to  separate,  nor  did 
the  patient  admit  having  had  syphilis,  but,  considering  the  life 
he  led,  his  statements  on  this  point  could  not  be  thoroughly 
depended  upon.  While  removing  a  portion  of  the  tumour  for 
microscopic  examination,  I  at  the  same  time  placed  the  patient 
on  an  anti-syphilitic  treatment,  but  without  any  benefit  being 
derived  from  it.  The  portion  of  growth  removed  on  the  first 
occasion  showed  nothing  more  than  an  aggregation  of  recently 
formed  inflammatory  connective  tissue.  After  the  patient  had 
been  admitted  to  the  Eoyal  Infirmary,  namely,  on  the  29th  of 
June,  another  specimen  was  taken  away  with  cutting  forceps, 
and  on  examination  it  presented  the  structure  of  an  epithelioma. 

Considering  all  the  circumstances  of  the  case,  the  general 
good  health  of  the  patient,  the  absence  of  emaciation  and  cachexia, 
the  comparatively  small  size  of  the  tumour,  and  the  slight 
involvement  of  the  lymphatic  glands,  I  felt  it  right  to  recom- 
mend the  patient  to  have  an  operation  performed.  This  he  at 
once  consented  to,  but  his  relatives,  on  learning  what  was  to  be 
done,  persuaded  him  to  leave  the  hospital,  and  I  have  seen  no 
more  of  him.  I  was  informed,  however,  that  he  died  about  the 
end  of  September  from  haemorrhage  and  exhaustion. 

Case  XXXVI.  (7) — Epithelioma  of  tonsil  and  soft  palate  in  a 
patient  who  suffered  years  previously  from  syphilitic  ulceration  of 
throat;  moderately  rapid' advancement  of  tumour,  and  early  involve- 
ment of  lymphatic  glands ;  no  operation. — C.  D.,  aged  sixty  years, 
dock  labourer,  was  admitted  into  the  Glasgow  Eoyal  Infirmary  on 
the  26th  of  September  1889,  complaining  of  difficulty  in  swal- 
lowing, and  obstruction  in  the  left  nostril.    He  said  that  both 
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his  throat  and  nose  troubled  him  very  much,  but  that  the  «  first 
thing  that  pu  him  about »  was  the  feeling  as  if  «  something  had 
stuck  m  Ins  throat."    He  said  that  he  felt  as  if  «  a  boy's  marble 
was  fixed  at  the  back  of  his  tongue/'  on  the  left  side.'  There 
was  also  a  feeling  of  «  stiffness  »  on  the  left  side  of  the  throat 
but  soon  afterward  he  experienced  pain  in  the  left  ear  and  down 
the  neck  as  far  as  the  sternum.    At  this  time  (May  1889)  there 
was  no  difficulty  in  swallowing,  but  he  suffered  very  much  from 
a  continual  discharge  of  saliva  and  mucus  from  the  mouth 
He  began  to  experience  pain  of  a  severe  character  only  two 
months  previous  to  admission.    It  was  not  limited  to  the 
"  til 6  left  ear  and  to  the  left  side  of  the 

thorax ;  he,  however,  believed  the  pain  in  the  latter  situation 
to  be  due  to  an  injury  he  received  some  months  previously 
On  admission  the  patient  was  feeble,  and  there  was  very  marked 
anaemia.    Examination  of  the  throat  showed  the  soft  palate  to 
be  marked  by  an  old  and  deep  cicatrix,  and  on  the  posterior 
wall  of  the  pharynx  there  were  marked  contractions  due  to 
healed  syphilitic  ulcerations.    In  the  left  tonsil,  and  on  the 
neighbouring  part  of  the  soft  palate,  there  was  a  deep  ulcer  with 
a  small  sinus,  which  passed  into  but  not  through  the  soft  palate. 
There  was  great  enlargement  of  the  tonsil,  and  marked  thickening 
of  the  soft  palate;  the  mucous  membrane  was  hyperaemic  and  the 
whole  of  the  throat  was  covered  by  a  white,  very  fetid,  muco- 
purulent discharge.    There  was  marked  enlargement  of  the 
lymphatic  glands  in  the  neck.    The  history  of  the  case  and  the 
presence  of  old  syphilitic  cicatrices  led  me  to  suspect  the 
disease  of  the  tonsil  to  be  also  syphilitic,  but  the  appearance  of 
the  tumour  resembled  epithelioma  so  strongly  that  I  removed 
portions  of  it  for  microscopic  examination,  when  it  was  shown 
to  be  an  epithelioma.    Previous  to  admission  the  patient  was 
treated  for  syphilis  without  any  improvement  taking  place. 
The  case  was  not  a  suitable  one  for  operation. 

Case  XXXVII.  (8) — Epithelioma  of  left  tonsil  and  left  posterior 
pillar  and  of  uvula;  no  involvement  of  lymphatic  glands;  early  diag- 
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nods;  complete  removal  by  operation;  no  reenrrenee  twenty-four 
monthsafter  operation-Mr  A.,aged  sixty-five  years,a  farmer  from 
Wigtonshire,  consulted  me  in  June  1890,  when  he  told  me  that 
for  the  last  four  weeks  he  had  been  suffering  from  a  swelling  m 
his  throat,  and  pain  in  the  left  ear.    I  had  seen  him  two  years 
before  on  account  of  a  simple  but  somewhat  chronic  attack  of 
tonsillitis,  from  which  he  had  completely  recovered.    On  ex- 
amining the  tumour  in  the  throat,  I  found  it  to  involve  the 
upper  part  of  the  left  tonsil,  where  it  originated,  as  well  as  the 
posterior  pillar  and  the  left  side  of  the  uvula.    From  the  appear- 
ance of  the  growth  I  at  once  concluded  that  it  was  an  epithe- 
.  lioma,  but  to  make  the  diagnosis  certain  I  immediately  removed 
a  portion  for  microscopic  examination,  and  the  day  following  I 
completely  excised  the  tumour,  and  with  it  a  good  part  of  the 
surrounding  healthy  tissue.    I  shall  refer  to  the  method  of 
operating  further  on.    The  patient  made  a  good  recovery,  and 
no  recurrence  has  taken  place  till  now  (June  1892). 

Case  XXXVIII.  (9)— Epithelioma  of  right  tonsil  of  small  size  ; 
operation  advised  hut  refused  by  patient ;  slow  extension  of  tumour  to 
gum  and  glands;  severe  hemorrhages;  death  eighteen  months  after 
onset  of  disease.— Mr  S.,  aged  seventy  years,  was  recommended 
to  consult  me  by  Dr  K.  S.  Stevenson,  of  Innellan,  who  kindly 
furnished  me  with  the  following  report  of  the  case:  "The 
patient  consulted  me  March  1889,  when  he  complained  of  sore 
throat  and  difficulty  in  swallowing.  On  examination  a  small, 
round  ulcer,  an  eighth  of  an  inch  in  diameter,  was  plainly  seen 
on  the  right  tonsil.  The  edges  were  prominent  and  the  surface 
covered  with  an  adherent  slough,  the  tonsil  itself  being  slightly 
enlarged  and  congested.  At  this  time  the  glands  of  the  neck 
were  not  enlarged.  His  previous  health  was  good,  and  there 
was  no  history  or  evidence  of  syphilis.  In  J une  of  the  same 
year  the  question  of  operating  was  discussed,  and  Dr  David 
Newman's  opinion  was  asked,  but  even  although  he  strongly 
advised  the  removal  of  the  tumour,  the  patient  would  not  con- 
sent.   The  pain  gradually  increased,  and  by  the  end  of  summer 
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3,  t'    Lrallf'he  dlS6aSe  sP-ad,  involving  the 

In  March  there  was  a  very  severe  bleeding,  which  lasted  for  six 
hours  and  only  ceased  with  the  continued  application  of  ice. 
After  the  haemorrhage  the  pain  in  the  head  and  in  the  mouth 
^appeared  for  fully  a  month,  and  when  it  did  return  was  less 
severe  than  formerly.    Swallowing  also  was  easier.    At  the  time 
of  death  (September  1890)  both  the  upper  and  lower  jaws  were 
involved  as  well  as  the  cheek,  but  there  appeared  to  be  no  ten- 
dency to  spreading  in  a  downward  direction."    When  I  saw  Mr 
S.  for  the  first  time,  I  removed  a  small  portion  of  the  tumour 
tor  microscopic  examination,  which  proved  it  to  be  a  typical 
epithelioma.    With  the  exception  of  the  man's  age,  all  the 
circumstances  were  in  favour  of  an  operation,  and  I  therefore 
advised  removal  of  the  tumour,  but  the  patient  and  his  relatives 
would  not  hear  of  it.    This  was  probably  the  most  suitable 
case  for  operation  that  I  have  seen. 

Case  XXXIX.  (10)— Epithelioma  of  the  tonsil  and  soft  palate  ■ 
excision  of  the  tumour  with  the  electric  cautery  ;  good  recovery  ■  well 
five  months  after  the  operation.— Mrs  L.,  aged  fifty-one  years,  was 
admitted  into  the  Glasgow  Eoyal  Infirmary  on  the  20th  of 
December  1891,  suffering  from  an  epithelioma  of  the  left  tonsil 
and  soft  palate.    The  history  of  the  case  showed  that  fifteen 
weeks  previous  to  admission  the  patient  for  the  first  time 
noticed  that  she  had  a  difficulty  in  swallowing,  which  soon  be- 
came very  painful,  especially  on  taking  hot  food.    She  tried  to 
treat  herself  for  some  time,  but  ultimately  had  to  consult  her 
doctor,  who,  on  account  of  the  acute  inflammation  and  the 
formation  of  a  kind  of  membrane,  suspected  the  disease  to  be 
diphtheria,  but  did  not  pronounce  an  opinion  as  to  its  nature. 
On  admission  the  patient  appeared  fairly  healthy,  but  stated 
that  during  the  last  three  months  she  had  been  losing  flesh  and 
weight.    She  complained  of  little  or  no  pain  in  the  throat  un- 
less when  swallowing,  but  great  pain  at  times  in  the  left  ear. 
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This  pain  never  affected  her  until  after  the  throat  symptoms 
had  developed  themselves. 

An  examination  of  the  throat  showed  the  left  tonsil  to  be 
swollen  and  ulcerated.  The  ulcer  extended  from  the  tonsil  to 
the  anterior  pillar,  and  to  the  margin  of  the  soft  palate  and 
uvula.  There  was  not  much  enlargement  of  the  tonsil  nor  were  the 
lymphatic  glands  involved,  but  a  section  of  the  growth  showed  it 
to  be  an  epithelioma. 

December  26,  1891.  My  assistant,  Dr  D.  M'K.  Dewar,  per- 
formed tracheotomy  to-day,  after  injecting  cocaine  subcutane- 
ously,  preliminary  to  my  removing  the  tonsil. 

December  30th.  A  free  incision  was  made  with  the  electric 
cautery,  and  the  tumour,  together  with  a  considerable  portion 
of  the  surrounding  healthy  tissue,  was  removed.  The  wound 
healed  in  about  three  weeks,  and  the  patient  was  perfectly  well 
five  months  after. 


CHAPTER  XIV. 
MALIGNANT  DISEASE  OE  THE  TOmiLS-Ccmtmued. 

The  Pathology-Very  rapid  extension  of  disease  to  the  lymphatics  in  acute 
Carcinoma,  and  in  Round-Celled  Sarcoma- Varieties  of  Malignant 
Disease  and  History  of  Treatment. 

I  now  desire  to  make  a  very  few  remarks  regarding  the  pathology, 
etiology,  and  diagnosis  of  malignant  disease  ;  after  which,  treat- 
ment, operative  as  well  as  palliative,  will  be  discussed. 

In  many  of  the  recorded  cases  of  cancer  of  the  tonsil,  the  sur- 
geons have  failed  to  state  the  variety  of  the  disease  they  had  to 
deal  with.  It  is  therefore  difficult  to  state  exactly  the  relative 
frequency  with  which  epithelioma,  encephaloid,  and  scirrhous 
cancer  occur,  but  even  although  the  distinctions  alluded  to  have 
not  been  made,  the  descriptions  of  their  clinical  history  of  the 
cases  and  of  the  anatomical  character  of  the  tumours  have  been 
in  many  instances  sufficiently  well  marked  to  warrant  me  in 
forming  a  conclusion  respecting  the  true  nature  of  the  lesion. 
In  a  few  instances  it  has  been  found  impossible  to  form  an  exact 
diagnosis. 

The  greatest  confusion  has  existed  in  the  diagnosis  of  malig- 
nant disease  as  it  attacks  the  tonsil ;  just  as  in  other  parts  of 
the  body,  the  distinction  between  encephaloid  cancers  and 
round-celled '  sarcomata  has  not  been  made.  In  consequence, 
encephaloid  cancer  has  been  regarded  as  common.  In  both 
encephaloid  cancer  and  in  round-celled  sarcoma  the  disease 
extends  rapidly,  the  neighbouring  lymphatic  glands  become 
involved  early  in  the  progress  of  the  disease,  and  such  adja- 
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cent  structures  as  the  pillars  of  the  fauces,  the  palate,  the 
pharynx,  the  root  of  the  tongue,  or  the  gums,  are  speedily 
encroached  upon.    As  a  result  the  tumour  projects  into  the 
mouth,  deglutition  and  speech  become  painful  and  difficult,  and 
respiration  is  impeded  even  to  impending  suffocation.  The 
mouth  comes  to  be  occupied  by  decomposing  and  sloughing 
masses  of  the  tumour,  the  breath  is  fetid,  and  acrid  irritating 
and  offensive  discharges  trickle  from  the  mouth  ;  haemorrhages 
are  frequent  and  occasionally  copious,  and  death  speedily  results 
from  bleeding,  exhaustion,  suffocation,  or  septic  poisoning,  or  a 
combination  of  these  causes.    In  acute  carcinoma,  early  in  the 
course  of  the  disease,  sloughs  separate  and  deep,  foul  cavities 
form,  whereas  in  sarcoma,  unless  perhaps  in  the  most  acute 
variety,  the  tumour  maintains  for  a  shorter  or  longer  time  a  con- 
sistent form,  its  surface  for  the  time  being  is  smooth  and  un- 
broken, but  when  the  capsule  is  ruptured  and  ulceration  does 
occur,  the  tumour-formation  spreads  with  marvellous  rapidity, 
and  penetrates  and  infiltrates  by  contiguity  the  neighbouring 
parts.    It  does  not  spread  so  much  by  the  lymphatic  channels 
as  by  immediate  contact. 

With  regard  to  malignant  disease  of  the  tonsil,  Mr  Butlin1  re- 
marks: "  No  matter  what  the  variety  of  the  disease,  it  runs  a  pecu- 
liarly rapid  course  to  death,  affecting  the  lymphatic  glands  at  a 
very  early  period,  and  producing  large  and  widespread  tumours  in 
the  neck.  This  circumstance,  so  fatal  to  all  attempts  to  cure  by 
operation,  may  be  explained  by  the  very  intimate  relation  which 
exists  between  the  tonsil  and  the  cervical  lymphatic  glands. 
Even  the  ordinary  chronic  enlargement  of  the  tonsil  is  almost  in- 
variably associated  with  enlargement  of  the  cervical  glands ;  it 
is,  therefore,  not  to  be  wondered  at  that  carcinomas,  which  affect 
the  glands  at  an  early  period  in  other  parts  of  the  body,  have  a 
still  greater  tendency  to  do  so  when  they  originate  in  parts 
which  are  so  closely  connected  with  the  glands  as  are  the  ton- 
sils. And  when  the  peculiar  character  of  the  primary  sarcomas 
1  The  Operative  Surgery  of  Malignant  Disease,  London,  1887.  p,  173. 
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of  the  tonsii,  their  similar.ty  tQ  ^  gtructure  ^ 

whe  her  xn  health  or  in  disease,  is  taken  into  account,  it  must' 

be  admitted  that  the  absence  of  glandular  affection  in  connec- 
tion Wlth  primary  sarcoma  Qf  the  tongil  wouM  ^  more 

able  than  its  occurrence.  So  early  in  the  course  of  the  disease 
are  the  glands  affected  that  they  may  appear  as  large  swellings 
m  the  neck  within  a  few  weeks  of  the  period  at  which  the  first 
signs  of  the  disease  were  noticed  by  the  patient.  On  the  other 
hand,  there  may  be  no  visible  or  tangible  glandular  enlargement 
until  six  or  more  months  have  elapsed  from  the  first  occurrence 
of  enlargement  of  the  tonsil." 

I  quite  admit  the  truth  of  these  remarks  so  far  as  the 
round-celled  sarcomata  are  concerned,  but  I  would  like  to  point 
out  that  some  sarcomatous  tumours,  such,  for  example,  as  the 
spindle-celled  sarcoma,  may  remain  limited  within  their  cap- 
sule, and  therefore  be  capable  of  complete  removal,  as  in  my 
first  case. 

I  may  now  exclude  cases  of  acute  carcinoma  and  round-celled 
sarcoma,  and  consider  the  other  varieties  of  malignant  disease  of 
the  tonsil,  namely :— epithelioma,  scirrhus,  spindle-celled  sar- 
coma, or  fibro-sarcoma,  and  adeno-sarcoma.    Only  a  very  few 
words  are  required  for  each  variety.    To  the  acute  forms  of 
malignant  disease  which  I  have  just  described,  epithelioma  is 
next  in  order  of  frequency.    If  you  were  to  form  an  opinion 
from  statistics  previously  collected,  you  would  be  inclined  to 
believe  that  this  was  a  rare  variety  of  cancer,  whereas,  as  a  matter 
of  fact,  out  of  ninety-two  cases  of  carcinomatous  disease  which  I 
have  collected  I  find  true  epithelioma  in  twenty-four. 

In  the  same  collection  of  cases  scirrhous  cancer  has  presented 
itself  seven  times ;  indeed,  it  may  be  regarded  as  one  of  the  rare 
affections  of  the  tonsil.  Fibro-sarcoma  and  adeno-sarcoma  are 
still  less  frequently  met  with.  Barker  and  Scheurlen  have 
recorded  cases  which  may  be  placed  in  the  former  category,  and 
Gray  has  published  the  only  example  I  have  found  of  adeno- 
sarcoma  of  the  tonsil. 
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We  now  come  to  consider  the  question  of  treatment.  In 
very  few  forms  of  malignant  disease  has  operative  treatment 
been  less  successful  than  in  those  instances  in  which  the  tonsil 
has  been  primarily  attacked.  The  reason  for  this  is  not  far  to 
seek.  Any  one  who  has  carefully  investigated  the  literature  of 
the  subject  must  have  recognised  the  facts  that  on  the  one  hand 
the  disease  becomes  rapidly  disseminated,  and  consequently  the 
patient  is  placed  beyond  the  curative  power  of  the  surgeon; 
while,  on  the  other  hand,  the  general  practitioner  who  has  in 
most  instances  had  the  first  care  of  the  case,  has  failed  to  recog- 
nise its  nature.  This  is  not  to  be  wondered  at  when  it  is  remem- 
bered that  most  writers  have  taught,  and  still  teach,  that  malig- 
nant disease  of  the  tonsil  is  rare,  and  therefore  not  to  be  looked 
for ;  so  that  many  of  the  cases  have  been  mistaken  for  imflam- 
matory  or  syphilitic  affections,  and  having  been  treated  as  such 
for  a  shorter  or  longer  period,  the  disease  has  been  permitted  to 
involve  the  structures  surrounding  the  tonsil,  and  especially  the 
lymphatic  glands.  If  the  surgeon  is  to  finally  stop  the  growth 
of  the  tumour,  and  not  simply  to  interrupt  its  progress  for  a 
time,  he  must  have  the  case  brought  under  his  care  at  an  early 
stage,  and  it  must  be  his  endeavour  to  remove  the  tonsil  and 
surrounding  structures  very  freely. 

The  cases  which  present  themselves  may  be  artificially  divided 
into  two  classes  :  first,  those  in  which  operative  intervention  is 
justifiable  either  with  the  object  of  eradicating,  or  of  staying  the 
progress  of,  the  disease ;  and  second,  those  instances  in  which 
palliative  remedies  can  alone  be  recommended.  I  will  imme- 
diately discuss  the  various  methods  of  operating,  and  then  pro- 
ceed to  consider  the  other  palliative  means  which  we  have  at  our 
disposal  for  relieving  the  suffering  of  the  patient  and  of  prolong- 
ing life.  These  latter  include  the  relief  of  pain,  dyspnoea,  dys- 
phagia, and  haemorrhage. 

Two  distinct  methods  of  operating  have  been  practised ;  first, 
removal  or  destruction  of  the  tumour  through  the  mouth,  and, 
second,  the  excision  of  the  growth  and  of  its  surroundings  by  an 

M 
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external  incision.  Each  of  the  methods  has  been  variously 
modified  according  to  the  individual  requirements  of  the  case. 
Vogel  published  a  case,  in  which  he  operated  with  apparent  suc- 
cess upon  a  patient,  previous  to  1780,  but  from  that  time  till 
1836,  when  Velpeau  extirpated  the  tonsil  of  a  man  aged  sixty- 
eight  years,  no  cases  had  been  recorded.  This  patient  was  ad- 
mitted to  hospital  suffering  from  a  large  ulcerating  tumour 
which  completely  filled  the  pharynx,  and  also  blocked  the  nos- 
trils, so  as  to  threaten  death  from  suffocation.  Velpeau  deemed 
it  advisable,  in  order  to  control  haemorrhage  should  it  prove 
severe,  to  cut  down  upon  the  carotid  artery.  He  then  placed  a 
ligature  round  it  to  be  tied  if  required.  This  precautionary 
measure  having  been  adopted,  he  then  introduced  through  the 
mouth  a  sharp  hook,  with  which  he  dragged  the  tumour  for- 
ward, and  to  the  middle  line,  while  at  the  same  time,  by  means 
of  a  short  knife,  he  divided  the  soft  palate,  and  dissected  out  the 
mass  of  the  tumour.  Subsequently,  by  means  of  an  external 
incision,  he  extirpated  some  lymphatic  glands.  The  patient  died 
from  prostration  and  septic  poisoning  on  the  eighteenth  day 
after  the  operation,  and  at  the  post-mortem  examination  the 
primary  growth  was  found  to  be  completely  removed,  and  no 
secondary  formations  were  discovered. 

Again,  in  1846,  M.  Feno  states  that  M.  Eoux1  removed  a  soft 
carcinomatous  tumour  from  the  tonsil  of  a  woman  aged  forty 
years,  by  the  mouth ;  and  also  by  an  external  incision  behind  the 
jaw  he  excised  a  gland  which  was  involved  in  the  disease.  Mi- 
Lawrence,  in  his  lectures  on  Surgery,2  describes  the  following 
case : — 

"  A  man  of  about  forty-five  years  of  age,  who  had  always  en- 
joyed good  health,  his  occupation  through  life  having  been  agri- 
cultural, came  into  St  Bartholomew's  under  my  care,  for  an 
enlargement  of  the  right  tonsil,  presenting  the  usual  character 
of  hypertrophy,  and  obviously  requiring  excision,  an  operation 

1  For  references  see  Bibliography  at  the  end  ot  Chapter  XV. 

2  Lectures  on  Surgery,  1863,  p.  611. 
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which  I  had  never  performed  except  on  much  younger  subjects. 
The  only  complaint  was  of  some  difficulty  in  swallowing,  appar- 
ently dependent  on  the  enlargement.  This  was  rather  beyond 
the  bulk  that  could  be  passed  into  the  opening  of  the  so-called 
guillotine,  usually  employed  in  the  operation.  I  therefore  cut 
off  as  much  as  protruded,  with  the  effect  of  remedying  com- 
pletely what  had  been  complained  of.  The  part  removed  was 
simply  hypertrophied  tonsil.  He  returned  to  the  country,  with 
a  strict  injunction  to  come  back  if  any  further  inconvenience 
should  be  experienced.  He  came  to  the  hospital  again  in  the 
month  of  October  with  a  swelling  as  large  as  an  egg,  proceeding 
from  the  former  site,  and  seeming  to  fill  the  pharynx,  so  as  to 
produce  a  formidable  impediment  to  the  act  of  swallowing. 
This  I  removed  with  the  ecraseur,  getting  the  loop  of  the  chain 
over  the  lower  end  of  the  swelling,  which  was  at  some  distance 
below  the  tongue,  drawing  up  the  ends  so  as  to  include  the  root 
of  the  mass,  and  then  fixing  them  to  the  movable  branches  of 
the  instrument,  the  action  of  which  caused  so  much  choking 
feeling  and  involuntary  efforts  of  the  surrounding  parts,  that  it 
was  necessary  to  hasten  the  process,  which  was  accomplished 
almost  without  loss  of  blood.  The  part  removed  appeared 
as  an  entire  tonsil,  simply  enlarged  by  hypertrophy,  with  slight 
surrounding  covering  of  cellular  tissue  in  a  perfectly  natural 
state.  The  section  presented  a  substance  of  very  light  brown  tint, 
similar  to  that  of  the  natural  gland,  and  in  a  lobular  arrangement. 
Mr  Savory  reported  that  a  most  careful  microscopical  examina- 
tion detected  nothing  but  gland  elements.  This  patient  came 
once  more  to  the  hospital  in  July  of  the  present  year,  with  a 
swelling  apparently  glandular,  larger  than  my  fist,  under  the 
right  sterno-mastoideus,  of  firm  but  not  scirrhous  hardness,  and 
.covering  closely  all  the  important  structures  at  the  side  of  the 
neck  up  to  the  angle  of  the  jaw.  It  was  not  painful,  and  had 
not  been  so  during  its  increase,  which  had  been  rather  rapid." 
Mr  Lawrence  regarded  this  case  as  one  of  malignant  disease. 
Between  1860  and  1870,  cases  were  operated  upon  by  Erichsen 
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(67),  Warren  (88),  Houel  («),  and  Langenbeck  (18),  the  last-men- 
tioned surgeon  being,  according  to  Hueter,  the  first  to  operate 
by  an  external  incision  in  the  year  1865. 

Previous  to  the  publication  of  Langenbeck's  and  Hueter's 
cases,  Professor  D.  W.  Cheever  reported  in  an  American  medical 
journal,1  in  1868,  a  case  operated  on  by  him. 

1  Boston  Medical  and  Surgical  Journal,  1869,  p.  54. 
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MALIGNANT  DISEASE  OF  THE  TONSILS — Continued. 

Methods  of  Operation— Removal  of  Tumour  through  the  Mouth  or  by  external 
incision — Details  of  Operations— Results — Palliative  Treatment. 

Having,  in  the  last  chapter,  given  a  very  brief  historical  sketch 
of  the  operations  for  removal  of  the  tonsil  in  malignant  disease, 
I  shall  now  proceed  to  consider  in  detail  the  various  methods 
employed. 

Tracheotomy  having  been  performed  a  week  previously,  an 
ansesthetic  is  administered  through  the  tube,  and  when  the 
patient  is  completely  under  its  influence,  the  larynx  should  be 
plugged  with  sponge  so  as  to  prevent  the  possibility  of  any 
blood  passing  into  the  trachea.  The  surgeon  has  then  to  select 
his  method  of  operating.  In  many  instances  no  preliminary 
tracheotomy  has  been  performed,  but  the  risks  of  that  opera- 
tion are  very  slight  and  the  advantages  considerable. 

A.  Eemoval  of  the  tumour  through  the  mouth : 

1.  By  chemical  caustics  or  eseharotics. 

2.  By  the  tonsillotome  or  curette. 

3.  By  ligature. 

4.  By  ecraseur. 

5.  By  electric  cautery  and  ecraseur  or  thermo-cautery. 

6.  By  electrolysis. 

7.  By  incision : 

a.  Without  tracheotomy. 

b.  With  tracheotomy. 
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B-  By  external  incision : 

a.  Without  tracheotomy. 
h.  With  tracheotomy. 

A.  1.  Eemoval  by  chemical  caustics  and  escharotics  has  been 
practised  in  a  considerable  number  of  cases  which  have  been 
Published  as  examples  ultimately  of  malignant  disease ;  but 
fortunately  for  the  credit  of  the  profession,  this  treatment  has 
not  been  applied  at  a  stage  when  the  nature  of  the  disease  could 
be  easily  recognised.  Whenever  employed  for  the  treat- 
ment of  malignant  tumours,  the  effect  of  the  chemical  agents 
has  been  evil  rather  than  good.  The  only  surgeon  who  seriously 
recommended  the  use  of  caustic  for  the  treatment  of  malignant 
disease  of  the  tonsils  was  Maisonneuve  (*»),  who  suggested  cauter- 
isation enfieches  as  a  means  of  removing  a  cancer  of  the  tonsil. 
This  was,  however,  in  the  year  1859,  at  a  time  when  powerful 
caustics  were  employed  for  the  destruction  of  cancers ;  but  not- 
withstanding the  feeling  of  the  time  in  respect  to  this  method  of 
treatment,  the  members  of  the  SocUU  de  Chirurgie  de  Paris, 
before  whom  his  paper  was  read,  almost  unanimously  disapproved 
of  this  mode  of  treatment. 

2.  Excision  by  the  guillotine,  the  tonsillotome,  or  the  curette, 
has  also  been  employed  by  some  surgeons,  but  on  inquiring 
carefully  into  the  history  of  these  cases  it  will  be  found  that  in 
those  instances  in  which  one  or  other  of  these  methods  of 
removal  was  employed,  the  serious  nature  of  the  disease  from 
which  the  patient  was  suffering  was  either  not  appreciated  at 
the  time,  or  portions  of  the  growth  were  removed  for  diagnostic 
purposes  only. 

3.  and  4.  The  fear  of  haemorrhage  during  an  operation  has 
induced  a  few  surgeons  to  adopt  the  use  of  the  ligature  as  a  means 
of  cutting  off  the  blood-supply,  and  so  causing  the  growth  to  slough 
away.  But  even  those  who  have  employed  this  method  condemn 
it  as  useless ;  and  but  little  better  success  has  attended  the  use 
of  the  ecraseur,  as  employed  by  Lawrence  (67),  Demarquay  (51), 
Thomas  (31),  and  Erichsen  (57).   In  all  these  cases,  only  temporary 
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advantage  was  derived  from  removing  only  a  portion  of  the 
bulky  mass  which  protruded  into  the  mouth  and  pharynx.  As 
pointed  out  by  Poland  C6),1  removal  of  malignant  disease  by  the 
ecraseur  may  be  undertaken  when  the  tumour  has  not  attamed 
any  large  size,  and  when  the  loop  of  the  instrument  can  readily 
embrace  the  whole  base  of  the  tumour ;  but  danger  is  attached 
to  this  operation  at  all  times,  as  the  loop  may  include  some  of 
the  important  vital  structures  in  the  neighbourhood— viz.,  the 
internal  carotid,  jugular  vein,  or  pneumogastric  nerve.  To  obviate 
this,  Demarquay  (51)  had  recourse  to  Blandin's  (40)  procedure  of 
a  temporary  incision  in  the  neck,  so  as  to  lay  bare  the  structures 
he  wished  to  avoid,  and  having  them  held  aside  by  an  assistant, 
then  introducing  the  finger  and  conducting  the  loop  of.  the 
ecraseur  over  the  tumour  from  within  the  mouth ;  he  thus,  so 
far,  kept  all  the  important  vessels  and  nerves  from  the  grasp  of 
the  loop.    His  description  of  the  operation  is  as  follows  :— 

"  The  case  was  one  of  ulcerating  cancer  of  the  tonsil,  palate, 
and  advancing  on  the  base  of  the  tongue ;  there  was  no  glandular 
enlargement,  and  iodide  of  potassium  had  failed.  Having 
carefully  ascertained  the  extent  of  the  disease,  I  thought  I  could 
remove  the  whole  with  the  linear  ecraseur ;  but  in  order  to  avoid 
comprising  within  the  loop  of  the  ecraseur  any  important 
structure,  I  made  an  incision  four  fingers'  breadth  along  the 
course  of  the  internal  border  of  the  sterno-mastoid.    I  reached 
easily  the  vessels  and  nerves  in  contact  with  the  tonsils,  and 
separated  them ;  having  done  this,  I  proceeded  slowly  to  remove 
the  tumour  with  the  chain  of  the  ecraseur ;  and  having  first 
made  an  oblique  incision  through  the  velum  palati  to  the  right 
of  the  uvula,  and  then  carefully  using  Chassaignac's  instrument, 
I  seized  the  tonsil  with  hook-forceps  and  drew  it  forward  to  the 
side  of  the  mouth,  and  threw  the  chain  around  the  mass 
comprising  the  tonsil,  pillars,  and  a  large  piece  of  the  right 
portion  of  the  velum.    During  the  proceeding  with  the  ecraseur, 
I  took  care  that  it  did  not  pass  beyond  the  prescribed  limits. 
1  British  and  Foreign  Med.-CMr.  Rev.,  vol.  xlix.,  1872,  p.  490. 
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There  was  no  hemorrhage.  I  removed  afterwards  with  the 
curved  scissors  a  portion  of  the  tongue  in  relation  with  the 
tonsil,  as  also  some  hypertrophied  glands.  I  closed  the  pre- 
liminary incision,  which  nnited  in  a  few  days.  The  conditions 
inside  the  mouth  proceeded  satisfactorily,  although  he  had 
spitting  of  blood  for  forty-eight  hours,  which  ceased  under  the 
use  of  ice.  The  operation  entirely  succeeded ;  his  health  was 
restored,  and  he  became  stout.  However,  a  return  may  take 
place.  J 

By  thus  making  a  preliminary  incision,  he  not  only  secured 
the  carotid  from  injury,  but  was  enabled  to  ascertain  that  the 
cancer  had  not  extended  along  the  pharynx. 

5.  Within  recent  years  the  thermocautery  and  the  galvano- 
cautery  have  been  largely  employed  in  general  surgery,  and  also 
in  attempts  to  remove  tonsils  the  seat  of  malignant  disease 
Tumours  of  this  kind  have  been  removed  per  vias  naturales  in 
several  cases,  as  recorded  by  Gorecki  (12),  Wolfenden  (™) 
Browne  («*),  Cozzolino  Q),  Bruce  («),  and  Donaldson  («). 

A  preliminary  tracheotomy  may  be  performed,  as  was  done 
by  myself  (in  Case  1),  or,  in  order  to  get  more  complete  access  to 
the  diseased  parts,  an  external  incision  may  be  made  previous 
to  removal  by  the  cautery.  This  latter  method  was  adopted  by 
Barker  and  Franks  (»).  Mr  A.  E.  Barker1  describes  his 
operation  as  follows : — 

"  An  incision  was  first  made  along  the  anterior  border  of  the 
sterno-mastoid  muscle  over  the  gland,  and  it  was  carefully 
shelled  out  of  its  bed,  which  lay  upon  the  great  vessels  of  the 
neck.    Having  purposely  exposed  the  latter,  I  felt  less  hesitation 
in  attacking  the  diseased  tonsil,  as  bleeding  could  be  easily 
controlled  if  severe.    Leaving  a  carbolised  sponge  in  the  cervical 
wound  for  the  present,  I  made  a  vertical  incision  through  the 
anterior  pillar  of  the  fauces  with  Paquelin's  cautery  knife,  and 
through  this  was  able  with  blunt  instruments  to  enucleate  the 
diseased  tonsil  with  comparative  ease,  and  without  in  the  least 

1  Trans.  Path.  Soc.  Lond.,  vol  xxxvii.  1886,  p.  219. 
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breaking  into  the  mass.  As  this  was  all  done  by  blunt  dis- 
section, only  a  drachm  or  two  of  blood  was  lost.  I  then  removed 
a  small  nodule  of  growth  seated  at  the  opposite  side  of  the  base 
of  the  tongue.  This  was  the  size  of  a  nut,  and  was  quite  distinct 
from  the  tonsillar  growth ;  it  had  not  been  detected  before.  The 
resulting  wounds  were  dusted  with  iodoform,  and  that  m  the 
neck  was  sutured.  Both  healed  quickly  without  any  reaction, 
and  the  patient  made  a  rapid  recovery.  In  May  (three  months 
after  the  operation)  the  disease  was  found  to  be  advancing 
rapidly  in  the  glands,  and  on  July  14th  the  patient  died  without 
having  any  throat  symptoms." 

In  my  Case  8  the  operation  was  performed  with  the  galvano- 

cautery,  as  follows : — 

A  twenty  per  cent,  solution  of  cocaine  was  placed  in  a 
hypodermic  syringe,  and  along  the  line  of  the  intended  incision, 
at  distances  of  a  quarter  of  an  inch,  one  drop  of  the  solution 
was  injected.  The  patient  was  seated  on  a  chair,  and  after  five 
minutes  he  was  asked  to  open  his  mouth,  and  with  the  cautery 
at  a  white  heat  I  rapidly  cut  out  the  tumour  and  a  considerable 
part  of  the  surrounding  healthy  tissue.  The  patient  did  not 
suffer  any  pain  to  complain  of  ;  there  was  absolutely  no  bleeding, 
and  the  tumour,  which  was  an  epithelioma,  had  not  recurred 
twenty-four  months  after  the  operation. 

6.  The  treatment  of  sarcoma  of  the  tonsil  by  electrolysis  has 
been  as  unsuccessful  as  the  treatment  of  malignant  disease  by 
any  other  incomplete  method.  This  mode  of  removing  a  diseased 
tonsil  has  been  employed  by  Holger  Mygind  of  Copenhagen(26), 
but  with  poor  success.  As  a  warning  to  others  who  think  much 
of  electrolysis,  I  will  quote  Mygind's  words  as  reported  : — 

"  The  treatmenc  with  electrolysis  was  commenced  on  February 
10th,  and  continued  until  March  12th,  during  which  time  the 
patient  underwent  eighteen  seances,  each  lasting  about  twenty 
minutes.  As  a  rule,  the  electricity  was  applied  four  or  five  days 
running,  with  intervals  of  three  or  four  days.  The  current  was 
produced  by  means  of  the  galvanic  battery  recommended  by 


'8«  DISEASES  OF  THE  TONSILS. 

rte„3tat  and  a  rheometer  were  always  used.  The  strength  of 
fte  current  vaned  ten  eight  to  twelve  milliamperea,  beyond 

seances  the  posItlve  electrode  was  applied  externally  on  the 

eT)  21°  fright  sf  °! the  head  ^     «  *•  ~ 

ear),  m  the  form  of  a  large  fenestrated  soft  plate  of  2i„e 
covered  w,th  moistened  gauze.  Later,  both  electrodes  we 
apphed  to  the  growth  in  the  form  of  gold  needles,  of  wlich 
never  more  than  two  were  connected  with  each  pole.  Whilst 
the  needles  connected  with  the  positive  pole  always  remained 
fixed  m  the  growth,  when  first  applied  the  negative  needle 
had  to  be  fixed  by  means  of  a  long  holder  fitted  to  the  patient's 
forehead,  on  account  of  its  inclination  to  slip  out.  The  needles 
were  all  applied  so  that  only  the  peripheral  part  of  the  tumour 
was  destroyed." 

"The  electrolytic  treatment  transformed  the  growth  by  de-rees 
to  a  greyish,  necrotic  mass  in  its  peripheral  parts,  so  that  it  was 
at  last  possible  to  separate  the  whole  original  tumour  by  means 
of  a  slight  cut  with  a  knife  through  the  uvula,  which  meanwhile 
had  become  involved  in  the  growth.    There  was  not  the  least 
bad  smell  produced  by  the  process,  nor  any  other  sign  of 
putrefaction,  and  no  purulent  matter  whatever  was  observed. 
The  temperature  taken  every  day  never  rose  above  99°,  excepting 
once,  when  it  reached  100.2°.    The  pulse  was  never  beyond  60 
(Mr  M.  was  a  tall  man).     The  malignant  tumour,  however, 
pursued  its  rapid  growth,  which  the  destruction  by  electrolysis' 
was  unable  to  keep  up  with,  and  the  increasing  debility  of  the 
patient  soon  prevented  further  active  treatment.    The  patient 
lost  about  nine  pounds  in  weight  during  the  electrolytic 
treatment,  but  was  nearly  all  the  time  able  to  attend  to  his 
business  (office  clerk).     Deglutition  was  not  rendered  more 
painful,  and  the  pain  in  the  throat  and  ear  was  considerably  less 
during  the  latter  part  of  this  period,  probably  owing  to  the 
diminished  tension  in  the  growth,  caused  by  its  destruction. 
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During  this  time  the  patient  took  15  grains  of  iodide  of  potassium 
three  times  daily.  The  last  period  of  the  disease  lasted  from 
March  13th  until  April  26th,  when  death  occurrred.' 

7  The  removal  of  malignant  disease  by  incision  through  the 
mouth  was,  as  far  as  I  am  aware,  first  performed  by  Velpeau  (») 
and  was  subsequently  described  by  Warren  (»)  as  a  bloody  and 
dangerous  operation,  requiring  for  the  suppression  of  hemor- 
rhage the  employment  .of  the  actual  cautery,  or  ligature  of  the 
carotid.    The  objection  to  incision  of  the  diseased  tonsil  with  a 
knife  or  sharp  instrument,  is  that  severe  haemorrhage  is  likely 
to  follow,  unless  in  cases  of  sarcoma,  where  the  growth  is 
encapsuled,  under  which  circumstances  it  may  be  shelled  out, 
after  a  preliminary  incision.     The  finger  may  be  used  m 
preference  to  any  instrument,  and  by  completely  dissecting  the 
growth  with  the  finger  nail  more  complete  enucleation  may  be 
effected  than  by  other  means.     When  the  knife  is  to  be 
employed,  the  question  suggests  itself  to  the  surgeon,  Am  I  to 
remove  the  tumour  by  an  incision  through  the  mouth,  by  an 
external  incision,  or  by  a  combination  of  these  methods  ?  If 
the  growth  is  limited  in  size,  and  the  glands  are  uninvolved, 
the  first  mentioned  operation  may  be  sufficient.    The  mouth  of 
the  patient  should  be  held  wide  open  by  a  suitable  gag,  while 
his  head  is  allowed  to  hang  well  over  the  operating  table.  The 
surgeon  then  seats  himself  at  the  patient's  head,  so  that  as  he 
views  the  mouth  the  palate  is  lowermost  and  furthest  away, 
while  the  tongue  is  uppermost  and  nearest  the  operator.  By 
adopting  this  method  any  blood  that  escapes  flows  from  the 
mouth  at  once,  or  may  be  washed  out  with  a  douche.  This 
method  I  employed  first  in  Case  1.     The  mouth  should  be 
well  illuminated  with  an  electric  forehead  lamp,  and  the  tumour 
removed  by  whatever  means  the  surgeon  considers  most  desirable 
for  the  individual  case.    The  most  common  method  is  to  seize 
the  growth  with  a  sharp  hook  or  forceps,  and  then  with  a  knife 
rounded  at  the  point  the  tumour  is  carefully  cut  out,  small 
incisions  being  made  at  each  stroke,  and  bleeding  points  tied  or 
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-™  as  they  appear.    !f  necessary,  the  cautery  may  be 

i ":rjehetoly7hatio  gla,nds  w  become 

ulj   may  require  to  be  removed  by  an  external 
measmn,  or  „  the  has  extended  beyon/thfto~ 

come  to  mvolve  such  structures  as  the  pillars  of  t  e  f  «  5 
the  arch  or  margin  of  the  palate,  or  the  hase  of  the  tong"  f  l 

«       ™  °Perati0U  ™  4Ae 

f  °P.erati»s  ^  kernel  ineision  have  now  heeu  practised 
-  -onsrderab  h ,  number  of  case,    As  far  as  I  can  learn'Langen- 
beck  C«)  was  the  first  surgeon  to  use  this  mode  of  operating 
m  the  year  1865,  and  the  result  was  successful;  hence,' since' 
that  tune,  most  surgeons  have  shown  a  preference  to  removal  of 
the  tumour  by  pharyngotomy  rather  than  through  the  mouth 
The  reason  for  this  is  obviously  that  the  external  incision  gives 
the  surgeon  more  complete  control  over  hemorrhage,  enables 
him  to  remove  the  tumour  more  completely,  and  gives  him 
more  room.    The  method  adopted  by  Cheever^  is  described  as 
follows : — 

"  The  tumour  was  removed  by  external  incision,  the  myo-hyoid 
muscle  divided,  the  lower  jaw  sawn  through  in  front  of  the 
masseter,  and  the  tumour  pressed  out  of  the  mouth    It  was 
covered  with  a  delicate  capsule,  and  exuded  soft  material  on 
puncture.    It  was  removed  without  much  difficulty  along  with 
the  capsule.    The  facial  artery  and  jugular  vein  were  the  only 
vessels  tied,  and  there  was  no  ha3morrhage.    The  wound  in  the 
pharynx  was  not  sutured,  the  jaw  was  wired,  the  external 
wound  brought  together  partially  and  washed  with  a  two  per 
cent,  boric  acid  solution.    On  the  thirtieth  day  the  wires  were 
removed,  the  jaws  beiug  firmly  united.     On  April  27th,  a 
second  operation  was  performed  for  a  tumour  on  the  same  side 
of  the  neck,  and  a  large  glandular  mass  was  removed  from  the 
anterior  carotid  triangle.    The  throat  remains  healthy  (May  15, 
1  Medical  Record,  May  25,  1889. 
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1889).    The  tumours  proved  microscopically  to  be  round-celled 

^  In order  to  obviate  danger  from  blood  passing  into  the  trachea, 
and  to  facilitate  the  administration  of  the  anaesthetic,  it  is  now 
thought  proper  to  perform  a  preliminary  tracheotomy.   By  doing 
so  the  surgeon  is  free  to  perform  a  more  complete  operation. 
Czerny  was  the  first  to  adopt  this  method.    He  cut  down  upon 
the  lower  jaw,  which  he  divided  between  the  second  and  third 
molar  teeth.     By  separating  the  fragments  the  tumour  was 
exposed  and  removed,  and  bleeding  points  secured  or  cauterized. 
In  this  operation  it  may  be  necessary  to  divide  the  gustatory, 
.  the  hypoglossal,  and  the  glosso-pharyngeal  nerves,  the  stylo- 
hyoid the  digastric,  and  the  stylo-glossus  muscles,  as  also  the 
lingual  and  some  branches  of  the  facial  artery.    The  wound 
should  then  be  washed  out   thoroughly  with  an  antiseptic 
solution,  the  bone  united  with  strong  silver  wire  sutures  or  by 
pegs,  a  drainage  tube  inserted,  and  the  wounds  in  the 
mucous  membrane  and  skin  sutured  with  two  separate  sets  of 
stitches. 

Another  mode  of  operating  was  adopted  by  Mikulicz  (u)  and 
Kuster.    The  advantages  claimed  for  it  are  -.—that  the  lymphatic 
glands  can  be  very  freely  removed,  that  blood  escapes  externally 
and  not  into  the  mouth,  and  that  the  wound  can  be  dressed 
aseptically  so  long  as  the  disease  does  not  involve  parts  in  the 
mouth  beyond  the  tonsil.    The  endeavour  is  to  remove  the 
tonsil  and  affected  glands  without  cutting  through  the  mem- 
brane of  the  mouth ;  it  is,  therefore,  obvious  that  the  operation 
can  only  be  used  for  the  removal  of  encysted  tumours,  such  as 
sarcomata.    In  cases  where  ulceration  has  occurred  it  is  inap- 
plicable.   By  making  an  incision  downward  and  forward  from 
the  mastoid  process  of  the  temporal  bone  to  the  greater  cornu 
of  the  hyoid,  in  a  line  midway  between  the  stylo-hyoid  and 
stylo-pharyngeus  muscles,  the  soft  parts  are  raised  from  the 
inferior  maxilla.     The  jaw  is  then  divided,  and  the  ramus 
separated  from  the  temporal  muscle,  so  as  to  permit  the  bone  to 
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the  jaw,  which  are  so  frequently  involved. 

Before  leaving  the  question  of  operation  a  few  words  are  re 
qmred  regarding  the  results  of  surgical  interference:  Z  as" 

Zste       P0SSibmty  °f  «  a 

Of  the  144  cases  of  malignant  disease  of  the  tonsil  which  I 
have  collected,  m  only  56  was  an  operation  attempted    In  th 
— ng  instances,  as  in  the  majority  of  my  own  cases  th 
disuse  was  too  far  advanced  to  encourage  the  surgeon  I 

With  respect  to  the  incomplete  methods  of  removing  the 
diseased ^tonsil,  such  as  the  application  of  chemical  caustics  re- 
moval by  the  ecraseur,  ligature,  tonsillotomy  curette,  or  by 
electrolysis,  they  require  only  to  be  mentioned  to  be  condemned 
as  not  holding  out  the  least  prospect  of  cure.  Therefore  the' 
only  question  worth  consideration  is  the  relative  merit  of  re 
moval  through  the  mouth  or  by  external  incision. 

As  in  cases  of  malignant  diseases  of  the  nasal  fossaa,  so  also  in 
those  diseases  as  they  attack  the  tonsil,  it  is,  in  the  early  sta*e 
almost  impossible  to  say  from  naked  eye  observation  alone' 
whether  the  disease  is  carcinomatous  or  sarcomatous.  In  some 
instances  it  is  even  difficult  to  pronounce  the  disease  to  be  a 
tumour  formation.  Cases  are  on  record  where  malignant  dis- 
ease has  been  mistaken  for  a  syphilitic  affection,  for  abscess  of 
the  tonsil,  acute  tonsillitis,  diphtheria,  simple  hypertrophy,  and 
tubercular  disease. 

The  difficulty  in  diagnosis  cannot  be  too  strongly  enforced  on 
the  attention  of  the  general  practitioner.  From  a  study  of  the 
literature  of  the  subject  and  from  my  own  experience,  I  am 
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convinced  that  a  large  number  of  the  operations  have  been  un- 
successful on  account  of  failure  in  recognising  the  serious  nature 
of  the  disease.  When  there  is  any  doubt  a  portion  of  the  tonsil 
should  be  removed,  examined  immediately  by  the  microscope, 
and  if  found  to  be  malignant,  the  tumour  should  be  completely 

excised  without  delay. 

There  are  two  considerations  which  induce  the  surgeon  to 
operate.  He  must  either  have  a  hope  of  removing  the  disease 
completely,  or  he  must  have  some  confidence  that  he  will  be  able 
to  prolong  life  and  aUeviate  suffering.  When  he  can  do  any  of 
these,  then,  and  only  then,  is  he  justified  in  submitting  the 
patient  to  a  severe  or  perhaps  dangerous  operation. 

In  carcinomatous  disease  cure  is  very  rare.  The  most  success- 
ful case  I  know  of  is  one  communicated  to  me  by  my  colleague, 
Dr  William  Macewen,  of  which  the  following  is  his  short  sum- 
mary : 

"  W.  P.,  aged  fifty-five  years,  had  right  tonsil,  large  portion  of 
pharynx,  and  portion  of  back  of  tongue  removed  through  inci- 
sion extending  from  angle  of  mouth  to  the  angle  of  lower  jaw- 
on  right  side,  June  27,  1878.  I  saw  him  twelve  years  after  in 
good  health ;  I  have  not  heard  from  him  during  the  last  two 
years,  and  I  fear  that  he  may  be  dead.  He  was  sixty-seven 
years  of  age  when  I  saw  him  last." 

Dr  Macewen  also  had  another  case  of  removal  of  an  epitheli- 
oma of  the  tonsil,  but  the  patient  was  only  kept  under  observa- 
tion for  two  years,  during  which  he  was  well. 

Besides  the  cases  just  described  I  find  only  four  cases  of 
cancer  of  the  tonsil  in  which  local  recurrence  did  not  take 
place ;  they  are  recorded  by  Quintin,  Fowler,  Mikulicz,  and 
myself  (Case  8).  The  patient  operated  upon  by  the  sur- 
geon first  mentioned  was  reported  to  be  free  from  disease  two 
and  one-half  years  after  excision  of  the  growth. 

In  Fowler's  (00)  and  Mikulicz's  (74)  cases  local  recurrence  did  not 
occur,  but  carcinomatous  disease  attacked  other  parts.  In  the 
former  case  a  very  complete  operation  was  performed  through 
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an  external  incision;  the  lingual  and  facial  arteries  were  liga- 
tured as  well  as  the  external  jugular  vein.  After  free  removal 
of  the  tumonr  and  affected  glands  no  local  recurrence  happened 
but  the  patient  died  from  cancer  of  the  stomach.  Mikulicz's' 
patient  remained  locally  free  for  two  years,  when  she  died  of 
cancerous  disease  elsewhere.  In  my  own  case  the  patient  is 
still  perfectly  well  (June  1892),  twenty-four  months  after  the 
operation. 

Let  us  pass  on  now  to  review  the  examples  of  operations  for  the 
sarcomata.    The  most  successful  operations  as  far  as  I  know 
have  been  recorded  by  Barker  (*),.  Cheever  (*),  Gorecki  (") 
Gansmer  (»),  Homans  ("),  Langenbeck  (»),  Eichardson  (*>),  and 
myself  (Case  1).    I  have  communicated  by  letter  with  the  above- 
mentioned  surgeons  and  with  others  in  order  to  ascertain  the 
ultimate  result  of  their  operations  ;  two  of  my  letters  have  failed 
to  reach  their  destination  from  some  cause,  and  in  three  other 
cases  I  have  received  no  reply.    It  appears  to  me  that  all  these 
cases  are  of  great  interest ;  I  shall,  therefore,  quote  from  the 
replies  which  I  have  received,  and  I  shall  take  the  cases  in  their 
order. 

Mr  A.  E.  Barker  informs  me  in  respect  to  one  of  his  cases 
(that  quoted  by  Mr  Butlin  in  his  book,  The  Operative  Surgery  of 
Malignant  Disease,  page  180),  that  the  patient  was  well  a  year 
or  more  after  the  operation.  In  his  letter  he  mentions  a  similar 
case  in  which  the  patient  was  a  female  aged  twenty  years,  and 
where  the  growth  had  existed  for  six  months.  At  the  time  of 
the  operation  the  tumour  was  the  size  of  a  walnut,  but  the 
lymphatic  glands  were  uninvolved,  and  there  was  no  recurrence 
two  years  after. 

Dr  D.  W.  Cheever  says : — 

"  So  far  as  I  know,  recurrence  has  taken  place  in  all  my  cases 
in  from  four  to  six  months.  It  has  recurred  usually  in  the  glands 
of  the  neck,  once  on  the  palate.  I  believe  I  have  now  operated 
four  times,  always  with  temporary  relief  and  good  recoveries 
from  the  operation." 
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M.  Gorecki's  patient  was  reported  to  be  alive,  and  free  from 
disease  two  years  after  the  operation,  and  Gansmer's  two  and 
one-half  years.  Dr  John  Homans,  of  Boston,  who  operated 
upon  a  case  of  sarcoma  by  external  incision  on  May  30,  1890 
informs  me  that  she  came  to  see  him  on  December  10,  1891 : — 

"  Looking  well.  Her  health  is  good,  and  she  has  gained  in 
weight.  Her  general  health  was  never  better.  There  is  no 
sign  of  any  return  in  the  scar  of  the  original  operation  or  in  the 
glands  of  the  neck,  but  there  have  been  two  operations  since 
1890  for  the  removal  of  small  affected  glands.  But  now 
(December  1891)  there  is  no  sign  of  recurrence  or  development 
elsewhere." 

Langenbeck's  patient  recovered  from  the  operation,  but  how 
long  he  remained  free  from  recurrence  I  have  failed  to  ascer- 
tain. Dr  M.  H.  Eichardson  operated  successfully  by  external 
incision  in  1886  ;  the  tumour  was  a  round-celled  sarcoma,  and 
the  patient  has  remained  well  ever  since. 

In  a  letter  dated  December  22,  1891,  he  says : — 

"  The  last  time  I  heard  from  her  she  was  in  perfect  health, 
and  was  much  surprised  that  I  should  have  written  asking  if 
she  was  still  alive." 

In  my  case  (Case  1)  no  recurrence  happened  in  the  site  of  the 
primary  disease,  but  the  patient  died  from  a  round-celled 
sarcoma  of  the  opposite  tonsil  five  years  after  the  operation. 

A  few  remarks  may  now  be  made  regarding  the  palliative 
treatment,  which  may  be  employed  in  those  cases  where  opera- 
tive measures  are  unsuitable.  In  all  cases  of  malignant  disease 
of  the  mouth  the  septic  and  acrid  condition  of  the  secretions 
causes  considerable  irritation,  and  local  absorption  hastens  the 
progress  of  the  disease  and  causes  the  patient  great  suffering, 
or  secretions  being  swallowed  seriously  interfere  with  digestive 
processes.  It  is,  therefore,  desirable  to  cleanse  the  mouth  as 
thoroughly  as  possible  by  the  use  of  antiseptic  washes,  sprays, 
or  powders.    The  solution  which  I  first  employ  in  such  cases  is 
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an  alkaline  mouth  wash,  containing  equal  parts  of  carbonate  of 
potassium,  borax,  and  chlorate  of  potassium.    A  teaspoonful  of 
this  mixed  powder  should  be  dissolved  in  half  a  tumblerful  of  tepid 
water,  to  which  a  dessert  spoonful  of  glycerine  of  carbolic  acid 
is  added,  and  used  as  a  mouth  wash  every  three  hours.  After 
using  this  wash  for  two  or  three  days,  it  is  a  good  plan  to  spray 
the  mouth  two  or  three  times  daily  with  liq.  hydrarg.  perchlor. 
full  strength  for  a  minute  each  time  after  cleansing  with  the 
wash.    A  spray  of  iodoform  dissolved  in  ether  and  alcohol  also 
acts  well ;  oil  of  eucalyptus,  a  solution  of  salicylate  of  sodium 
or  of  sulpho-carbolate  of  zinc  may  be  used  in  the  atomizer. 
Again,  antiseptic  tablets  are  very  easily  carried  about  by  the 
patient.    The  one  which  I  find  most  useful  is  composed  of 
hydrochlorate  of  cocaine,  gr.  \ ;  perchloride  of  mercury,  gr.  Th ; 
iodoform,  gr.  \ ;  chlorate  of  potassium,  gr.  xx ;  sugar,  gr.  x.  The 
tablets  should  be  allowed  to  dissolve  in  the  mouth,  but  the  saliva 
should  not  be  swallowed.    Not  only  are  discomfort  and  pain 
relieved  to  a  considerable  extent  by  the  measures  just  men- 
tioned, but  the  progress  of  the  disease  is  retarded. 

As  the  tumour  increases  in  bulk  other  difficulties  and  dangers 
present  themselves  ;  pain,  difficulty  in  breathing  and  swallowing ; 
and  the  danger  of  haemorrhages  is  increased. 

Pain  may  be  relieved  either  by  local  applications  or  by  the 
administration  of  anodynes.  At  first  a  liniment  composed  of 
equal  parts  of  hydrate  of  chloral  and  camphor,  applied  over  the 
swelling  in  the  neck,  is  sufficient  to  relieve  the  patient's  general 
suffering  when  the  parts  are  at  rest.  But  before  the  patient 
takes  food  it  will  be  found  necessary  to  spray  the  throat  with  a 
ten  per  cent,  solution  of  cocaine.  The  only  difficulty  in  the 
employment  of  this  drug,  is  the  tendency  it  possesses  to  produce 
copious  salivation  or  cocaine  intoxication  when  used  continuously 
or  too  freely.  "When  it  is  not  found  to  act  well,  a  solution  of 
morphine,  tincture  of  belladonna,  of  stramonium,  or  other 
anodyne,  may  be  used  with  good  effect  as  a  gargle.  As  a  rule, 
during  the  advanced  stages  of  the  disease,  the  pain  is  so  severe 
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that  the  patient  requires  to  be  kept  under  the  influence  of 
morphine  by  hypodermic  injections. 

Interference  with  respiration  is  also  common,  either  as  a 
consequence  of  physical  obstruction  by  the  growth,  or  from  spasm 
of  the  glottis,  or  as  a  result  of  the  entrance  of  blood  or  food 
into  the  trachea.  Under  any  of  these  circumstances,  the  patient 
may  be  relieved  by  tracheotomy,  while  at  the  same  time,  if 
there  is  much  difficulty  in  swallowing,  the  patient  may  be 
fed  through  a  soft  flexible  tube  introduced  into  the  oesophagus. 
In  a  case  of  malignant  tumour  Krishaber  nourished  a  patient 
for  305  days  through  a  tube  introduced  by  the  mouth, 
but  in  the  majority  of  cases  of  disease  of  the  tonsil,  the 
danger  of  inducing  haemorrhage  is  so  great  that  one  would 
prefer  to  pass  the  feeding-tube  through  the  nostril,  selecting  the 
one  on  the  opposite  side  to  the  diseased  tonsil.  Partial  removal 
of  the  tumour  may  also  be  resorted  to,  but  this  practice  cannot 
be  highly  recommended,  as  rapid  increase  in  the  size  of  the 
growth  follows  the  operation. 

Haemorrhage  is  a  very  common  accompaniment  of  malignant 
disease  of  the  tonsils,  especially  in  the  round-celled  sarcomata 
and  in  the  encephaloid  carcinomata.  When  bleeding  occurs, 
two  dangers  present  themselves  :  the  patient  may  die  from  ex- 
haustion or  from  suffocation,  by  blood  entering  the  trachea. 
To  prevent  the  former  I  employ,  in  the  first  instance  astringent 
gargles,  or,  as  recommended  by  M.  Plicque,  a  solution  of  anti- 
pyrine,  1  part  in  50,  may  be  used  as  an  haemostatic.  Should 
such  treatment  not  succeed,  then  ligature  of  the  base  of  the 
tumour,  either  by  one  ligature  or  by  several,  may  be  resorted  to, 
or  cauterization  by  the  thermocautery  or  galvanocautery  may 
be  used.  In  the  event  of  none  of  these  means  of  treatment 
succeeding,  ligature  of  the  lingual  and  facial  arteries  may  be 
required,  or  as  a  dernier  ressort  the  carotid  may  be  tied. 

When  there  are  indications  of  the  blood  entering  the  trachea, 
but  more  especially  if,  as  a  consequence,  suffocation  is  threat- 
ened, tracheotomy  should  be  performed  and  a  tamponed  tube 
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introduced  through  the  wound.  To  pass  a  tube  through  the 
mouth  and  plug  the  larynx  from  above  is  a  difficult  operation  in 
such  cases. 
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LIST  OF  CASES,  WITH  EPITOMES, 

REFERRED  TO  IN  THE  TEXT. 


STRICTURE  OF  (ESOPHAGUS.  page 

Case  I.  (i)— Cylindrical-celled  epithelioma  of  lower  end  of  oesophagus. 
Death  from  starvation 

Case  II.  (2)— Scirrhous  cancer  of  lower  fourth  of  oesophagus  of  five  years' 

duration.    Death  from  secondary  formation  in  the  lungs   .  .  9 

Case  III.  (3)— Epithelioma  (?)  of  oesophagus  at  the  level  of  the  lower  edge 
of  cricoid  cartilage  ;  history  of  steadily  increasing  dysphagia  during 
two  months,  terminating  in  complete  obstruction  .  .  .13 

Case  IV.  (4)— Epithelioma  of  the  oesophagus  behind  the  cricoid  cartilage  ; 

rapid  development  of  dysphagia  and  dyspnoea,  requiring  gastrostomy 

and  tracheotomy ;  good  result       .  .  •  .  14 

Case  V.  (5)— Epithelioma  of  the  oesophagus  at  the  level  of  the  bifurcation  of 
the  trachea  ;  ulceration  and  rupture  into  the  aorta  ;  early  symp- 
toms ;  dysphagia,  afterwards  improving,  dyspnoea  ;  unequal  inspira- 
tion in  lungs  ;  dull  area  posteriorly  ;  death  from  hemorrhage       .  17 

Case  VI.  (6)— Scirrhus  of  the  oesophagus  at  the  level  of  the  bifurcation  of 
the  trachea ;  very  slow  development  of  symptoms ;  gastrostomy 
successful    .  .  •  ■  ■  •  •  .21 

Case  VII.  (7) — Aneurism  of  the  transverse  and  descending  portions  of  the 
arch  of  the  aorta,  simulating  stricture;  dysphagia,  dyspnoea,  and 
paralysis  of  left  vocal  cord  as  early  symptoms  ;  physical  signs  equi- 
vocal ;  later  symptoms  more  characteristic  of  aneurism      .  .  23 

Case  VIII.  (8)— Epithelioma  of  lower  end  of  oesophagus  ;  history  of  sudden 
and  steadily  increasing  dysphagia,  culminating  in  almost  complete 
obstruction ;  gastrostomy  in  two  stages,  followed  by  improvement 
in  swallowing         .......  28 

Case  IX.  (9)— Epithelioma  of  the  lower  end  of  oesophagus.  Subsequent 

history  unknown    .......  29 

Case  X.  (10)— Acute  carcinoma  at  the  lower  end  of  the  oesophagus,  involv- 
ing the  cardiac  end  of  the  stomach  ;  death  from  collapse  .  .  30 

Case  XL  (1 1)— Cicatricial  stricture  of  the  gullet,  including  the  whole  length 
of  the  canal,  and  at  first  accompanied  by  spasm  ;  cure  by  use  of 
bougies       ........  40 

Case  XII.  (12) — Cicatricial  stricture  limited  to  level  of  bifurcation  of  the 

trachea;  easy  and  successful  treatment  by  bougies  .  .  41 


symptoms  ;  rapid  extension  of  the  disease,  and  death  from  exhaus- 
tion 
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LIST  OF  CASES,  WITH  EPITOMES. 
^  of  larynx  to  - 

Uase  XV.  (iS)— Spasmodic  stricture  of  the  oesophagus,  variable  in  demPP 

aUrSeUaa;yc°ureCUrring  ^  ^  °^  ^  ™*  "Ue  to  ^",££5 

Case  XVI  (16). -Epithelioma  of  the  gullet  at  the  level  of  bifurcation  of  the 
rachea;  gastrostomy,  followed  by  perforation  of  trachea  by humour 
bronchitis,  and  death  from  collapse  .  7  tumour  ' 

MALIGNANT  DISEASE  OF  THE  LARYNX. 
Case  XVII  (i)-Large  alveolar  sarcoma  of  larynx,  containing  myeloid  cells 
misSroneOU     ab6CUl!£;  dCath  fr°m  exhau^°n  on  evening  of  ad- 

Case  XVIII .  (2) -Extrinsic  carcinoma  of  larynx,  with  involvement' of  lym- 
phatic glands  ;  marked  relief  of  symptoms  by  tracheotomy 

Case  XIX  (3) -Small  intrinsic  epithelioma  of  larynx;  relief  of  symptoms 
for  two  months  by  tracheotomy ;  thyrotomy  and  complete  removal 
ol  tumour ;  no  recurrence  fifteen  months  thereafter 

Case  XX.  (4)— Intrinsic  carcinoma  of  larynx  ;  complete  excision  of  larynx  • 
no  local  recurrence  in  throat,  but  involvement  of  lymphatic  glands 
month         °Peratlon>  and  death  from  exhaustion  in  twenty-first 

Case  XXI.  (5)— Extrinsic  epithelioma  of  the  larynx,  with  no  characteristic 
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Case  XXII.  (6)  Large  extrinsic  carcinoma  of  the  larynx,  oesophagus,  and 
lymphatic  glands,  with  few  marked  symptoms  during  early  staee 
of  the  disease        .  .  .  & 

Case  XXIII.  (7)— Intrinsic  epithelioma  of  left  false  cord ;  removal  of  por- 
tion for  diagnostic  purposes  ;  rapid  increase  in  size  of  tumour,  and 
involvement  of  lymphatic  glands  . 

Case  XXIV.  (8).—  Carcinoma  of  posterior  third  of  right  vocal  cord,  resem- 
bling in  history  and  appearance  a  papilloma ;  partial  removal  by 
forceps;  rapid  increase  of  tumour  and  involvement  of  lymphatic 
glands  . 

MALIGNANT  DISEASE  OF  THE  NASAL  FOSS/E. 

Case  XXV.  (1). — Round-celled  sarcoma  of  septum  of  nose  ;  duration,  seven 
or  eight  weeks ;  sudden  formation  and  rapid  growth  ;  complete 
removal  with  cure  .  .  .  .  .  128 

Case  XXVI.  (2) — Small  round-celled  sarcoma  of  left,  middle,  and  superior 
turbinated  bodies;  repeated  and  profuse  hEemorrhage,  checked 
occasionally  by  treatment ;  severe  pain  ;  displacement  and  protru- 
sion of  eyeball ;  somnolence ;  death  from  coma  sixteen  months 
after  onset  of  the  disease    .  .  .  .  .  .129 

Case  XXVII.  (3)— Round-celled  sarcoma  of  left  middle  turbinated  body  ; 

slow  growth  of  tumour,  followed  by  rapidly  repeated  and  copious 
haemorrhages ;  ultimate  involvement  of  the  base  of  the  skull  and 
brain,  ending  in  death  from  coma  .  .  .  .  .131 
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Case  XXVIII.  (4)— Adeno-carcinoma  ofleft  inferior  turbinated  body  ;  com- 
plete nasal  obstruction;  little  pain  and  slight  hemorrhage; 
operation  ;  recurrence  ;  death  in  three  months  thereafter  .  .130 

Case  XXIX.  (5)-Myxo-carcinoma  of  right  middle  turbinated  body  of  ten 

months'  duration  ;  complete  removal ;  no  recurrence        .  .136 

MALIGNANT  DISEASE  OF  THE  TONSILS. 

Case  XXX.  (1)— Encapsuled  spindle-celled  sarcoma  of  left  tonsil ;  slow 
growth  ;  lymphatic  glands  not  involved  ;  operation  through  the 
mouth  ;  no  local  recurrence  five  years  after  operation  ;  second  sar- 
coma formed  in  right  tonsil ;  rapid  involvement  of  lymphatic 
glands,  palate,  and  pharynx  ;  death  from  haemorrhage  and  exhaus- 
tion  five  years  and  three  months  after  onset  of  disease  in  left  tonsil  158 

Case  XXXI.  (2)— Lymphosarcoma  of  the  right  tonsil,  following  acute 
inflammation  with  suppuration;  rapid  extension  of  disease  to 
palate,  pharynx,  tongue,  and  lymphatic  glands ;  no  operation ;  death 
in  five  months  from  haemorrhage  and  exhaustion   .  .  .161 

Case  XXXII.  (3)— Syphilitic  gumma  of  the  right  tonsil,  extending  to  the 
soft  palate  and  wall  of  the  pharynx,  with  early  involvement  of  the 
lymphatic  glands  ;  slowly  amenable  to  treatment,  but  followed  by 
development  of  a  carcinoma  .....  162 

Case  XXXIII.  (4)— Primary  epithelioma  of  the  right  tonsil ;  rapid  and  ex- 
tensive involvement  of  lymphatic  glands  ;  no  operation     .  .165 

Case  XXXIV  (5)— Epithelioma  of  the  left  tonsil ;  rapid  growth  and  speedy 
involvement  of  lymphatic  glands ;  dysphagia ;  severe  pain  ; 
anaemia,  and  death  from  exhaustion  three  months  after  onset  of 
disease  .  167 

Case  XXXV.  (6)— Epithelioma  of  right  tonsil,  spreading  to  soft  palate 
within  six  weeks,  and  to  gland  within  eight  weeks  ;  favourable  for 
operation  within  first  three  months,  but  refused  by  patient  ;  death 
from  haemorrhage  and  exhaustion  six  months  after  onset  of  disease  167 

Case  XXXVI.  (7) — Epithelioma  of  tonsil  and  soft  palate  in  a  patient  who 
suffered  years  previously  from  syphilitic  ulceration  of  throat ; 
moderately  rapid  advancement  of  tumour,  and  early  involvement  of 
lymphatic  glands  ;  no  operation     .  .  .  .  .169 

Case  XXXVII.  (8)— Epithelioma  of  left  tonsil  and  left  posterior  pillar  and 
uvula  ;  no  involvement  of  lymphatic  glands  ;  early  diagnosis  ;  com- 
plete removal  by  operation  ;  no  recurrence  twenty-four  months 
after  operation       .  .  .  .  .  .  .170 

Case  XXXVIII.  (9) — Epithelioma  of  right  tonsil  of  small  size  ;  operation 
advised,  but  refused  by  patient ;  slow  extension  of  tumour  to  gum 
and  glands ;  severe  haemorrhage ;  death  eighteen  months  after 
onset  of  disease      .......  171 

Case  XXXIX.  (10) — Epithelioma  of  tonsil  and  soft  palate;  excision  of  the 
tumour  with  the  electric  cautery  ;  good  recovery  ;  well  five  months 
after  the  operation  .  .  .  .  .  173 
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Aphonia,  presence  of,  in  tumour  of  oesophagus  depends  on  situation  of  growth 
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Large  8vo,  Cloth  pp.  viii.,  325,  Price  I2S.  6d. 

CLINICAL  STUDIES  ON 

DISEASES  OF  THE  EYE, 

Including  those  of  the  Conjunctiva,  Cornea,  Sclerotic,  Iris, 
and  Ciliary  Body. 

By  Dr.  F.  RITTER  VON  ARLT, 

PROFESSOR  OF  OPHTHALMOLOGY  IN  VIENNA. 

Translated  by  Dr.  LYMAN  WARE, 

"SURGEON  TO  THE  ILLINOIS  CHARITABLE  EYE  AND  EAR  INFIRMARY;  OPHTHALMIC 
SURGEON  TO  THE  PRESBYTERIAN  HOSPITAL,  AND  TO  THE 
PROTESTANT  ORPHAN  ASYLUM,  CHICAGO. 

(I88S.) 

Svo,  Cloth,  pp.  viii.,  374,  with  408  Illustrations,  finely  engraved  on  Wood, 
and  4  analytical  tables,  new  and  Cheaper  Edition,  Price  5s. 

TEXT-BOOK  OF 

GENERAL  BOTANY 

By  Dr.  W.  J.  BEHRENS. 

TRANSLATION  FROM  THE  SECOND  GERMAN  EDITION. 

Revised  by  PATRICK  GEDDES,  F.R.S.E. 

PROFESSOR  OF  BOTANY  IN  THE  UNIVERSITY  OF  DUNDEE. 

(I89I.) 


YOUNG  J.  PENTLAND. 


Second  Edition,  $vo,  Cloth,  pp.  xvi.,  420,  Price  14s. 

SUGGESTIVE  THERAPEUTICS 

A  TREATISE  ON  THE  NATURE  AND  USES 
OF  HYPNOTISM. 

By  H.   BERNHEIM,  M.D., 

PROFESSOR  IN  THE  FACULTY  OF  MEDICINE  AT  NANCY. 

TRANSLATED  FROM  THE  SECOND  AND  REVISED  EDITION 

By  CHRISTIAN  A.  HERTER,  M.D., 

OF  NEW  YORK. 

(I890.) 


In  Press,  Second  Edition,  8vo,  to  be  illustrated  with  many  additional 
Coloured  Plates  from  original  drawings. 

DISEASES  OF  THE  EYE. 

A  PRACTICAL  TREATISE  FOR  STUDENTS 
OF  OPHTHALMOLOGY. 

By  GEORGE  A.  BERRY,  M.B.,  F.R.C.S.Ed., 

OPHTHALMIC  SURGEON,  EDINBURGH  ROYAL  INFIRMARY;   SENIOR  SURGEON, 
EDINBURGH  EYE  DISPENSARY  \  LECTURER  ON  OPHTHALMOLOGY, 
ROYAL  COLLEGE  OF  SURGEONS,  EDINBURGH. 

(Pentland's  Medical  Series— Volume  Second.) 


Crown  &vo,  Cloth,  pp.  xii.,  83,  Price  3s.  6d. 

THE  ELEMENTS  OF 

OPHTHALMOSCOPIC  DIAGNOSIS. 

FOR  THE  USE  OF  STUDENTS  ATTENDING 
OPHTHALMIC  PRACTICE. 

By  GEORGE  A.  BERRY,  M.B.,  F.R.C.S.Ed., 

OPHTHALMIC  SURGEON,  EDINBURGH  ROYAL  INFIRMARY  \  LECTURER  ON 
OPHTHALMOLOGY,  ROYAL  COLLEGE  OF  SURGEONS,  EDINBURGH. 

(I89I.) 


0 


MEDICAL  PUBLICATIONS  ISSUED  BY 


In  two  very  handsvme  Imperial  8vo  volumes,  containing  about  1600  pages, 

Price  50s.  nett. 

THE  NATIONAL 

MEDICAL  DICTIONARY 

Including  English,  French,  German,  Italian,  and  Latin  Technical  Terms 
used  in  Medicine  and  the  Collateral  Sciences,  and  a  Series  of 
Tables  of  useful  data. 

By  JOHN  S.  BILLINGS,  A.M.,  M.D., 

LL.D.,  Harv.  and  Edin.,  D.C.L.,  Oxon., 

MEMBER  OF  THE  NATIONAL  ACADEMY  OP  SCIENCES,  SURGEON,  U.S.A.,  ETC. 

WITH  THE  COLLABORATION  OF 
W  O.  Atwater,  M.D.      James  M.  Flint,  M.D.     S.  M.  Burnett,  M.D.     H.  C.  Yarrow  M  D 
Frank  Baker,  M.D.         R.  Lorini,  M.D.  J.  H.  Kidder,  M.D.       William  Lee,  M.D. 

C.  S.  Minot,  M.D.  Washington  Matthews,  M.D.  W.  E.  Councilman,  M.D. 

(1890.) 


Large  8vo,  Cloth,  pp.  xvi.,  783,  Price  25s.    Illustrated  with  226  Wood 
Engravings,  and  68  pages  of  Lithograph  Plates,  exhibiting 
9 1  Figures — 3 1 7  Illustrations  in  all. 

DISEASES  OF  THE  HEART 

AND  THORACIC  AORTA. 

By  BYROM  BRAMWELL,  M.D.,  F.R.C.P.Ed., 

LECTURER  ON  THE  PRINCIPLES  AND  PRACTICE  OF  MEDICINE,  AND  ON  PRACTICAL  MEDICINE 
AND   MEDICAL  DIAGNOSIS,  IN  THE  EXTRA-ACADEMICAL  SCHOOL  OF  MEDICINE, 
EDINBURGH  J  ASSISTANT  PHYSICIAN,  EDINBURGH  ROYAL  INFIRMARY. 

(1884.) 


8vo,  Cloth,  pp.  xiv.,  270,  with  116  Illustrations,  Price  14s. 

INTRACRANIAL  TUMOURS. 

By  BYROM  BRAMWELL,  M.D.,  F.RC.P.Ed., 

LECTURER  ON  THE  PRINCIPLES  AND  PRACTICE  OF  MEDICINE  IN  THE  EXTRA- ACADEMICAL 
SCHOOL  OF  MEDICINE,  EDINBURGH  ;  ASSISTANT  PHYSICIAN  TO  THE 
EDINBURGH  ROYAL  INFIRMARY. 

(1888.) 
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In  one  Handsome  Volume,  Crown  Ato,  Cloth,  bevelled  ffdsr^™\  f 4i 
illustrated  with  numerous  Wood  Engravings  and  full-page  Lithograph 
Plates,  some  Coloured,  Price  I2S.  6d,  nett. 

Studies 

IN 

Clinical  Medicine. 

A  Record  of  some  of  the  more  Interesting  Cases  observed,  and  of 
.  some  of  the  Remarks  made,  at  the  Author's  Out-Patient 
Clinic  in  the  Edinburgh  Royal  Infirmary. 

By  BYROM  BRAMWELL,  M.D.,  F.R.C.P.Ed., 

ASSISTANT  PHYSICIAN  TO  THE  EDINBURGH  ROYAL  INFIRMARY  \  LECTURER  ON  THE 
PRINCIPLES  AND  PRACTICE  OF  MEDICINE  IN  THE  EXTRA- ACADEMICAL 

SCHOOL  OF  MEDICINE,  EDINBURGH.  (189O  ' 


Crown  8vo,  Cloth,  pp.  154,  with  5  Illustrations,  Price  4s.  6d. 

Diseases  and  Injuries  of  the  Ear: 

THEIR  PREVENTION  AND  CURE. 

By  CHARLES  HENRY  BURNETT,  A.M.,  M.D., 

AURAL  SURGEON  TO  THE  PRESBYTERIAN  HOSPITAL  ;  ONE  OF  THE  CONSULTING  AURISTS  TO  THE 
PENNSYLVANIA  INSTITUTION  FOR  THE  DEAF  AND  DUMB  ;  LECTURER  ON  OTOLOQY, 
WOMEN'S  MEDICAL  COLLEGE  OF  PENNSYLVANIA,  IN  PHILADELPHIA. 

(1889.) 


Svo,  Cloth,  pp.  xii.,  102,  with  4  Illustrations,  Price  5s. 

SUPPURATION  AND  SEPTIC  DISEASES. 

THREE  LECTURES  DELIVERED  AT  THE  ROYAL  COLLEGE 
OF  SURGEONS  OF  ENGLAND. 

By  W.  WATSON  CHEYNE,  M.B.,  F.R.C.S., 

HUNTERIAN  PROFESSOR  ;  SURGEON  TO  KING'S  COLLEGE  HOSPITAL ;  EXAMINER  IN 
SURGERY  AT  EDINBURGH  UNIVERSITY. 

(1889.) 
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Nearly  Ready,  Royal  4to,  in  a  series  of  28  Plates  from  Original  Drawings 

with  Descriptive  Letterpress. 

ILLUSTRATIONS  OF  THE  NERVE  TRACTS 


IN  THE 


MID  AND  HIND  BRAIN 


AND  THE 


CRANIAL  NERVES  ARISING  THEREFROM. 
By  ALEXANDER  BRUCE,  M.D.,  F.R.C.P.Ed., 

LECTURER  ON  PATHOLOGY  IN  THE  SCHOOL  OF  MEDICINE,  EDINBURGH  J  ASSISTANT  PHYSICIAN 
(FORMERLY  PATHOLOGIST),  EDINBURGH  ROYAL  INFIRMARY  \  PATHOLOGIST 
TO  THE  ROYAL  HOSPITAL  FOR  SICK  CHILDREN. 


Nearly  Ready,  Crown  %vo,  pp.  xvi.,  520. 

Disease  in  Children: 

A  Handy  Manual  for  Students  and  Practitioners. 

By  JAMES  CARMICHAEL,  M.D.,  F.R.C.P.Ed., 

PHYSICIAN,  ROYAL  HOSPITAL  FOR  SICK  CHILDREN  ;  UNIVERSITY  LECTURER  ON 
DISEASE  IN  CHILDREN,  EDINBURGH. 

(Pentland's  Students'  Manuals.) 


In  Press,  to  be  issued  in  Fasciculi  at  intervals  of  Two  Months. 

Atlas  of  the  Diseases  of  the  Skin, 

In  a  Series  of  Illustrations  from  Original  Drawings  with 
Descriptive  Letterpress. 

By  H.  RADCLIFFE  CROCKER  M.D.,  F.R.C.P., 

PHYSICIAN  TO  THE  DEPARTMENT  FOR  DISEASES  OF  THE  SKIN,  UNIVERSITY  COLLEGE  HOSPITAL  J 
PHYSICIAN  TO  THE  EAST  LONDON  HOSPITAL  FOR  CHILDREN  J  EXAMINER 
IN  MEDICINE  AT  APOTHECARIES'  HALL,  LONDON. 
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THE  "COMPEND"  SERIES. 

A  Series  of  Handbooks  to  assist  Students  preparing  for  Examinations. 

Oompend  of  Human  Anatomy,  Including  the  Anatomy  of  the 
Viscera.  By  Samuel  0.  L.  Potter,  M.D.,  M.RC.P.  (LoncL),  Cooper 
Medical  College,  San  Francisco.  Fifth  Edition,  revised  and  enlarged, 
Crown  8vo,  cloth,  pp.  289,  with  117  engravings,  and  16  full  page  plates. 
Price  5s. 

Compend  of  the  Practice  of  Medicine.  By  Daniel  E.  Hughes, 
M.D.,  late  Demonstrator  of  Clinical  Medicine  in  the  Jefferson  Medical 
College  of  Philadelphia.  Fourth  Edition,  revised  and  enlarged,  Crown 
8vo,  cloth,  pp.  328.    Price  7s.  6d. 

Compend  of  Obstetrics.  By  Henky  G.  Landis,  A.M.,  M.D.,  late 
Professor  of  Obstetrics  and  Diseases  of  Women  in  Starling  Medical 
College.  Third  Edition,  thoroughly  revised,  enlarged,  and  improved, 
Crown  8vo,  cloth,  pp.  118,  with  17  illustrations.    Price  4s.  6d. 

Compend  of  Human  Physiology.    By  Albert  P.  Brttbaker,  A.M., 

M.D.,  Demonstrator  of  Physiology  in  Jefferson  Medical  College. 
Fourth  Edition,  thoroughly  revised,  Crown  8vo,  cloth,  pp.  174,  with 
16  illustrations  and  a  Table  of  Physiological  Constants.  Price  4s.  6d. 
Compend  of  Surgery.  By  Orville  Horwitz,  B.S.,  M.D.,  Chief 
of  the  Outdoor  Surgical  Department,  Jefferson  Medical  College  Hospital. 
Fourth  Edition,  revised,  Crown  8vo,  cloth,  pp.  272,  with  136  illustra- 
tions.   Price  5s. 

Compend  of  the  Diseases  of  the  Eye,  Including  Kefraction  and 
Surgical  Operations.  By  L.  "Webster  Fox,  M.D.,  Ophthalmic  Surgeon 
to  the  Germantown  Hospital,  and  George  M.  Gould,  M.D.  Second 
Edition,  thoroughly  revised,  Crown  8vo,  cloth,  pp.  164,  with  71  illus- 
trations.   Price  4s.  6d. 

Compend  of  Gynaecology.  By  Henry  Morris,  M.D.,  late  Demon- 
strator of  Obstetrics  and  Diseases  of  Women  and  Children,  Jefferson 
Medical  College,  Philadelphia.  Crown  8vo,  cloth,  pp.  178,  with  45 
illustrations.    Price  4s.  6d. 

Compend  of  Diseases  of  Children.  By  Marcus  P.  Hatfield, 
A.M.,  M.D.,  Professor  of  Diseases  of  Children,  Chicago  Medical 
CoUege.    Crown  8vo,  cloth,  pp.  186,  with  coloured  plate.   Price  4s.  6d. 

Compend  of  Equine  Anatomy  and  Physiology.  By  William 
E.  Ballou,  M.D.,  Professor  of  Equine  Anatomy,  New  York  CoUege 
of  Veterinary  Surgeons.  Crown  8vo,  cloth,  pp.  205,  with  29  illus- 
trations.   Price  4s.  6d. 

Compend  of  Dental  Pathology  and  Dental  Medicine.  By  Geo. 
W.  Warren,  D.D.S.,  Clinical  Chief,  Pennsylvania  College  of  Dental 
Surgery.    Crown  8vo,  cloth,  pp.  109,  illustrations.    Price  4s.  6d. 
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In  8  Vols.  Royal  8vo,  of  about  500  pages  each,  Illustrated  with 
Wood  Engravings  in  the  Text,  and  numerous  full-page  Plates. 
Price  I2S.  6d.,  per  Volume  nett,  Carriage  Free. 

CYCLOPAEDIA 

OF  THE 

DISEASES  OF  CHILDREN, 

MEDICAL  AND  SURGICAL. 

THE  ARTICLES  WRITTEN  ESPECIALLY  FOR  THE  WORK  BY 
AMERICAN,  BRITISH,  AND  CANADIAN  AUTHORS. 

Edited  by  JOHN  M.  KEATING,  M.D. 

#%  Detailed  Prospectus  on  application. 


In  2  vols.,  large  Svofpp.  xvi.,  1008,  illustrated  with  Maps  and  Charts, 

Price  31s.  6d. 

GEOGRAPHICAL  PATHOLOGY. 

An  inquiry  into  the  geographical  distribution  of  infective 
and  climatic  diseases. 


By  ANDREW  DAVIDSON,  M.D.,  F.R.C.P.Ed., 

(1892.) 


LATE  VISITING  AND  SUPERINTENDING  SURGEON,  CIVIL  HOSPITAL;  PROFESSOR 
OF  CHEMISTRV,  ROYAL  COLLEGE,  MAURITIUS. 


Foolscap  8vo,  Cloth,  pp.  viii.,  153,  interleaved  with  plain  paper, 

Price  4s. 

SYNOPSIS  OF  CHEMISTRY, 

INORGANIC  AND  ORGANIC, 

TO  ASSIST  STUDENTS  PREPARING  FOR  EXAMINATIONS. 

By  THOS.  W.  DRINKWATER,  F.C.S., 

LECTURER  ON  CHEMISTRY  IN  THE  EDINBURGH  SCHOOL  OF  MEDICINE.  /j882.) 


YOUNG  J.  PENT  LAND. 


EXAMINATION  QUESTIONS 

Set  for  the  Professional  Examinations  in  Edinburgh  University 
during  the  past  ten  years,  selected  from  the  Calendars. 

By  W.  RAMSAY  SMITH,  B.Sc, 

DEMONSTRATOR  OF  ANATOMY,  EDINBURGH  SCHOOL  OF  MEDICINE,  MINTO  HOUSE  J 
LATE  SENIOR  ASSISTANT  TO  THE  PROFESSOR  OF  NATURAL  HISTORY, 
UNIVERSITY  OF  EDINBURGH. 

NATURAL  HISTORY,  arranged  and  annotated,  price  Is. 
BOTANY,  arranged  and  annotated,  price  Is.  6d. 
CHEMISTRY,  answered  and  annotated,  price  2s. 
ANATOMY,  anszvered  and  annotated,  price  2s. 
MATERIA  MEDICA  AND  THERAPEUTICS,  anszvered 

and  annotated,  price  2s. 
PHYSIOLOGY,  anszvered  and  annotated,  price  2s. 

Other  Volumes  to  Follow. 
Svo  Cloth,  pp.  54,  illustrated  with  16  Coloured  Maps,  Price  5s. 

GEOGRAPHICAL  DISTRIBUTION  OF  SOME 
TROPICAL  DISEASES  AND  THEIR  RELATION 
TO  PHYSICAL  PHENOMENA, 

By  R.  W.  FELKIN,  M.D.,  F.R.S.E.,  F.R.G.S., 

LECTURER  ON  DISEASES  OF  THE  TROPICS  AND  CLIMATOLOGY,  SCHOOL  OF 
MEDICINE,  EDINBURGH. 

(18S9.) 


Svo,  Cloth,  pp.  84,  Price  3s.  6d. 

HYPNOTISM: 

OR, 

PSYCHO-THERAPEUTICS. 

By  R  W.  FELKIN,  M.D.,  F.R.S.E., 

LECTURER  ON  DISEASES  OF  THE  TROPICS  AND  CLIMATOLOGY,  SCHOOL 
OF  MEDICINE,  EDINBURGH. 

(1890.) 


MEDICAL  PUBLICATIONS  ISSUED  BY 


8vo,  Cloth,  pp.  362,  illustrated  with  60  Photographic  Reproductions, 

Price  12s.  6d. 

PRACTICAL  PATHOLOGY 

AND 

MORBID  HISTOLOGY. 

By  HENEAGE  GIBBES,  M.D. 

PROFESSOR  OF  PATHOLOGY  IN  THE  UNIVERSITY  OF  MICHIGAN  ;  FORMERLY  LECTURER  ON 
HISTOLOGY  IN  THE  MEDICAL  SCHOOL,  WESTMINSTER  HOSPITAL. 

(l89I.) 


Crown  8vo,  Cloth,  xvi.,  376,  with  101  Illustrations,  some  coloured, 

Price  IOS.  6d. 

PHYSICAL  DIAGNOSIS, 

A  Guide  to  Methods  of  Clinical  Investigation. 

By  G.  A.  GIBSON,  M.D.,  D.Sc.  F.R.C.P.Ed. 

LECTURER  ON  THE  PRINCIPLES  AND  PRACTICE  OF  MEDICINE  IN  THE  EDINEUP.GIl  MEDICAL 
SCHOOL  ;  EXAMINER  ON  MEDICINE  AND  CLINICAL  MEDICINE  IN  THE 
UNIVERSITY  OF  GLASGOW. 

AND 

WILLIAM  RUSSELL,  M.D.,  F.R.C.P.Ed., 

PATHOLOGIST  TO  THE  ROYAL  INFIRMARY  OF  EDINBURGH  ;  LECTURER 
ON  PATHOLOGY  AND  MORBID  ANATOMY  IN  THE  EDINBURGH 
MEDICAL  SCHOOL. 

(1890.) 

(Pentland's  Students'  Manuals.)' 


8vo,  pp.  xvi.,  204,  with  i^fullpage  Coloured  Plates,  Price  16s. 

HYDATID  DISEASE 

IN  ITS  CLINICAL  ASPECTS. 

By  JAMES  GRAHAM  M.A.,  M.D. 

LATE  DEMONSTRATOR  OF  ANATOMY,  SYDNEY  UNIVERSITY  ;  MEDICAL  SUPERINTENDENT, 
PRINCE  ALFRED  HOSPITAL,  SYDNEY. 
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Fourth  Edition,  Revised,  %vo,  Cloth,  pp.  172,  with  16  Wood  Engravings, 

Price  7s.  6d. 

A  PRACTICAL  TREATISE  ON 

IMPOTENCE,  STERILITY, 

AND  ALLIED  DISEASES  OF  THE  MALE  SEXUAL  ORGANS. 
By  SAMUEL  W.  GROSS,,  A.M.,  M.D.,  LL.D. 

PROFESSOR  OF  THE  PRINCIPLES  OF  SURGERY  AND  CLINICAL  SURGERY  IN  THE 
JEFFERSON  MEDICAL  COLLEGE  OF  PHILADELPHIA. 

Fourth  Edition  Revised  by  F.  R.  STURGIS,  M.D. 

(1091.) 


Large  Svo,  Cloth,  pp.  624.    Price  16s. 

A  TEXT-BOOK 

OF 

PRACTICAL  THERAPEUTICS, 

WITH  ESPECIAL  REFERENCE  TO  THE 

APPLICATION  OF  REMEDIAL  MEASURES  TO  DISEASE  AND 
THEIR  EMPLOYMENT  UPON  A  RATIONAL  BASIS. 

By  HOBART  AMORY  HARE,  M.D.,  (Univ.  of  Pa.)  B.Sc, 

CLINICAL  PROFESSOR  OF  THE  DISEASES  OF  CHILDREN  AND  DEMONSTRATOR  OF  THERAPEUTICS 
IN  THE  UNIVERSITY  OF  PENNSYLVANIA  ;  PHYSICIAN  TO  ST.  AGNES'S  HOSPITAL  AND 
TO  THE  MEDICAL  DISPENSARY  OF  THE  CHILDREN'S  HOSPITAL. 

(l890. 


Fasciculus  First,  just  ready.    In  handsome  folio,  containing  about  150  pages 
of  text,  Illustrated  with  Engravings  a?id  39  full  page  Photographic  Plates 
from  Nature.    In  four  fasciculi,  price  25s.  each,  carriage  free. 

HUMAN  MONSTROSITIES. 

By  BARTON  COOKE  HIRST,  M.D., 

PROFESSOR  OF  OBSTETRICS  IN  THE  UNIVERSITY  OF  PENNSYLVANIA  '. 

and  GEORGE  A.  PIERSOL,  M.D., 

PROFESSOR  OF  EMBRYOLOGY  AND  HISTOLOGY  IN  THE  UNIVERSITY  OF  PENNSYLVANIA. 

%*  The  Edition  is  limited,  and  is  for  sale  only  by  Subscription. 
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VOLUMES  I.  AND  II.  NOW  READY. 

To  form  3  Volumes,  Royal  8vo,  of  about  1000  pages  each.  Unifc 
wtth  the  "  Cyclopaedia  of  Childre?i's  Diseases"  and  "  Systems 
of  Gynaecology  and  Obstetrics." 
Price  per  Vohime  22s.  6d.  carriage  free. 

A  SYSTEM  OF 

PRACTICAL  THERAPEUTICS. 

BY  VARIOUS  AUTHORS. 

EDITED  BY 

HOBART  AMORY  HARE,  M.D., 

CLINICAL  PROFESSOR  OF  DISEASES  OF  CHILDREN,  AND  DEMONSTRATOR  OF  THERAPEUTICS  IN  THE 
UNIVERSITY  OF  PENNSYLVANIA;  PHYSICIAN  TO  ST  AGNES  HOSPITAL,  PHILADELPHIA. 


I.  E.  Atkinson,  M.D. 
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H.  M.  Bannister,  M.D. 
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F.  Buller,  M.D. 
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Swan  M.  Burnett,  M.D. 
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M.D. 

Walter  Chrystie,  M.D. 
Jerome  Cochran,  M.D. 
S.  Solis-Cohen,  M.D. 
H.  Radcliffe  Crocker, 
M.D. 

T.  D.  Crothers,  M.D. 
D.  Bryson  Delavan,  M.D. 
F.  X.  Dercum,  M.D. 
George  E.  de  Schweinitz, 
M.D. 

R.  L.  Dickinson,  M.D. 
George  Dock,  M.D. 
Manuel  Domingues,  M.D. 
H.  Cradle,  M.D. 
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Landon    Carter  Gray, 
M.D. 

Walter  D.  Green,  M.D. 
John  B.  Hamilton,  M.D. 
W.  A.  Hardaway,  M.D. 
Edward    M.  Hartwell, 
M.D. 
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Edward  Martin,  M.D. 
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Crown  Svo,  Cloth,  pp.  xvi.,  216,  with  Coloured  Plate  and  29  Wood 

Engravings,  Price  5s. 

HANDBOOK  OF 

OBSTETRIC  NURSING, 

By  F.  W.  N.  HAULTAIN,  M.D.,  F.R.C.P.ED., 

PHYSICIAN  TO  THE  ROYAL  DISPENSARY  J   LATE  CLIN!CAL  ASSISTANT  TO  PHYSICIAN 
FOR  DISEASES  OF  WOMEN,  ROYAL  INFIRMARY,  EDINBURGH, 


AND 


J.  HAIG  FERGUSON,  M.B.,  F.R.C.P. Ed., 

■  PHYSICIAN  TO  THE  NEW  TOWN  DISPENSARY  \   LATE  RESIDENT  PHYSICIAN, 
ROYAL  MATERNITY  HOSPITAL,  EDINBURGH. 

(I009.  ) 


Second  Edition,  Revised  and  Enlarged,  oblong  Crown  Svo,  Cloth,  pp.  65, 
with  28  Illustrations,  Price  4s. 

THE  URINE  AND  THE  COMMON  POISONS, 

Memoranda,  Chemical  and  Microscopical,  for  Laboratory  Use. 
By  J.  W.  HOLLAND,  M.D., 

PROFESSOR  OF  MEDICAL  CHEMISTRY  AND  TOXICOLOGY,  JEFFERSON  MEDICAL  COLLEGE, 

OF  PHILADELPHIA. 

(1889.) 


Volumes  I.  and  II.  noiv  ready.     In  Svo,  pp.  300,  illustrated  with  numerous 
full-page  plates,  Price  I2S.  6d.  each,  nett,  carriage  free. 

INTERNATIONAL  CLINICS, 

A  QUARTERLY  OF  CLINICAL  LECTURES  ON 
MEDICINE  AND  SURGERY. 

EDITED  BY 

JOHN  M.  KEATING,  M.D.,  J.  MITCHELL  BRUCE,  M.D., 

J.  P.  CROZIER  GRIFFITH,  M.D.,     DAVID  FINLAY,  M.D., 
Philadelphia.  London- 

»*#  Volume  First  contains  Articles  by  Drs.  Mitchell  Bruce  (London),  James  Ross 
(Manchester),  W.  H.  Porter  (New  York),  J.  Finlayson  (Glasgow),  Prof.  Loomis  (New 
York),  Prof.  Gairdner  (Glasgow),  Prof.  M'Donnell  (Montreal),  Prof.  Shattuck  (Har- 
vard), Mr.  Christopher  Heath  (London),  Prof.  Keen,  Philadelphia),  Mr.  J.  W.  Hulke 
(London),  Prof.  Parkes  (Chicago),  &c.  &c. 
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MEDICAL  PUBLICATIONS  ISSUED  BY 


8vo,  Cloth,  pp.  xii.,  285,  Price  os. 

PULMONARY  PHTHISIS, 

ITS  ETIOLOGY,  PATHOLOGY,  AND  TREATMENT.  ' 

By  ALEX.  JAMES,  M.D.,  F.R.C.P.Ed. 


LECTURER  ON  THE  PRINCIPLES  AND  PRACTICE  OF  MEDICINE  IN  THE  SCHOOL  OF  MFnrrmp- 
EDINBURGH  J  ASSISTANT  PHYSICIAN,  EDINBURGH   ROYAL  INFIRMARY^  MED'C'NE' 


(1888.) 


Third  Edition,  Revised  and  Enlarged,  8vo,  Cloth,  gilt  top,  pp.  xx.,  641,  with 
Woodcut  and  9  double-page  Coloured  Illustrations  Price  2IS 

DISEASES  OF  THE  SKIN. 

A  Manual  for  Students  and  Practitioners. 

By  W.  ALLAN  JAMIESON,  M.D.,  F.RCPEd 

EXTRA  PHYSICIAN  FOR  DISEASES  OF  THE  SKIN,  EDINBURGH  ROYAL  INFIRMARY  \  CONSULTING  PHYSICIAN 
EDINBURGH  CITY  HOSPITAL  J  LECTURER  ON  DISEASES  OF  THE  SKIN  ™YSICIAN 
SCHOOL  OF  MEDICINE,  EDINBURGH, 

(Pentland's  Medical  Series,  Volume  First.) 
  (1891.) 

Crown  8vo,  Cloth,  pp.  xvi.,  260,  with  164  Illustrations  and  a  Series  of 
Floral  Diagrams,  Price  6s. 

BOTANY, 

A  Concise  Manual  for  Students  of  Medicine  and  Science. 

By  ALEXANDER  JOHNSTONE,  F.G.S., 

LECTURER  ON  BOTANY,  SCHOOL  OF  MEDICINE,  EDINBURGH. 

(Pentland's  Students'  Manuals.) 
  (1891.) 

8vo,  Cloth,  pp.  xii.,  170,  illustrated  zuith  79  Engravings,  Price  8s.  6d. 

THE 

Technic  of  Lincs  System 
of  Manual  Treatment, 

AS  APPLICABLE   TO  SURGERY  AND  MEDICINE. 


By  ARVID  KELLGREN,  M.D.  (Edin.). 

(1890.) 
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12/no,  Cloth,  pp.  52,  Price  2S. 

THE  ESSENTIALS  OF 

MEDICAL  ANATOMY, 

By  H  R.  KENWOOD,  M.B.,  CM,  L.R.C.P.(Lond.) 

(1889.) 

Large  8vo,  Cloth,  pp.  xvi,  6oo,  with  147  Illustrations,  some  Coloured, 

Price  30s. 

THE  REFRACTION  AND  ACCOMMODATION 

OF  THE  EYE, 

AND    THEIR  ANOMALIES. 
By  E.  LANDOLT,  M.D., 

PROFESSOR  OP  OPHTHALMOLOGY,  PARIS. 

TRANSLATED  UNDER  THE  AUTHOR'S  SUPERVISION 

By  C.  M.  CULVER,  M.A,  M.D, 

FORMERLY  CLINICAL  ASSISTANT  TO  THE  AUTHOR  ;   MEMBER  OF  THE  ALBANY 

INSTITUTE,  ALBANY,  N.Y.   

(l886.) 

Large  Svo,  Cloth,  pp.  xxviii.,  772,  Illustrated  with  404  Engravings, 

Price  31  s.  6d. 

THE  PARASITES  OF  MAN 

AND  THE  DISEASES  WHICH  PROCEED  FROM  THEM. 

A  TEXT-BOOK  FOR  STUDENTS  AND  PRACTITIONERS. 

By  RUDOLF  LEUCKART, 

PROFESSOR  OF  ZOOLOGY  AND  COMPARATIVE  ANATOMY  IN  THE  UNIVERSITY  OF  LEIPSIC 

Translated  from  the  German  with  the  Co-operation  of  the  Author 
By  WILLIAM  E.  HOYLE,  M.A.  (Oxon.),  M.R.C.S,  F.R.S.E, 

CURATOR  OF  THE  MUSEUMS,  OWENS  COLLEGE,  MANCHESTER. 

NATURAL  HISTORY  OF  PARASITES  IN  GENERAL. 
SYSTEMATIC  ACCOUNT  OF  THE  PARASITES  INFESTING  MAN. 
PROTOZOA.— CESTODA. 

(1886) 


MEDICAL  PUBLICATIONS  ISSUED  BY 


J2mo,  Cloth,  pp.  viii,  136,  with  19  Illustrations,  Price  3s.  6d. 

PRACTICAL  SURGERY. 

MEMORANDA  FOR  THE  USE  OF  STUDENTS. 

By  W.  SCOTT  LANG,  M.D.,  M.R.C.S.,  F.R.C.S.E. 

FORMERLY  DEMONSTRATOR  OF  ANATOMY,  SCHOOL  OF  MEDICINE,  EDINBURGH. 

(1888.) 


New  Edition,  i%mo,  Cloth,  pp.  303,  Price  4s. 

STUDENTS'  POCKET  MEDICAL  LEXICON, 

Giving  the  correct  Pronunciation  and  Definition  of  all  Words  and 
Terms  in  general  use  in  Medicine  and  the  Collateral  Sciences. 

By  ELIAS  LONGLEY. 

  (1891.) 


8vo,  pp.  xvi.,  640,  with  coloured  Illustrations  from  Original  Drawings, 

Price  25s. 

DISEASES  OF  THE  THROAT,  NOSE,  &  EAR, 

By  P.  McBRIDE,  M.D.,  F.R.CP.Ed., 

LECTURER  ON  THE  DISEASES  OF  THE  EAR  AND  THROAT,  EDINBURGH  SCHOOL  OF  MEDICINE  ; 
AURAL  SURGEON  AND  LARYNGOLOGIST,  ROYAL  INFIRMARY,  EDINBURGH  ; 
SURGEON,  EDINBURGH  EAR  AND  THROAT  DISPENSARY. 

(Pentland's  Medical  Series,  Volume  Third.) 

(1892). 


VOLUME  FIRST,  JUST  READY. 

To  be  issued  in  2  handsome  Volumes,  large  4to  of  over  350  pages  each,  illus- 
trated with  100  full-page  Facsimile  Chromo-Lithographic  Plates,  repro- 
duced from  Photographs  taken  by  the  Author  of  his  own  Dissections, 
expressly  designed  and  prepared  for  this  Work,  and  coloured  by  him  after 
Nature.    Price  per  Volume,  42s.  nett,  carriage  paid. 

REGIONAL  ANATOMY 

IN  ITS  RELATION  TO  MEDICINE  AND  SURGERY. 

By  GEORGE  McCLELLAN,  M.D., 

LECTURER  ON  DESCRIPTIVE  AND  REGIONAL  ANATOMY  AT  THE  PENNSYLVANIA  SCHOOL  OF 
ANATOMY;  PROFESSOR  OF  ANATOMY  AT  THE  PENNSYLVANIA  ACADEMY  OF  TUB 
FINE  ARTS!  MEMBER  OF  THE  ACADEMY  OF  NATURAL  SCIENCES, 
COLLEGE  OF  PHYSICIANS,  ETC.,  OF  PHILADELPHIA. 
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To  be  Re-issued  in  Ten  Monthly  Parts,  Price  6s.  each. 
Fasciculus  I.  now  ready. 

The  Atlas  may  also  be  had  complete  in  one  handsome  Royal  Ato  Volume, 
Extra  Cloth,  Price  63s.  nett. 

Atlas  of  Venereal  Diseases. 

A  Series  of  Illustrations  from  Original  Paintings,  zvith 
Descriptions  of  the  Varied  Lesions,  their  differential 
Diagnosis  and  Treatment. 

By  P.  H.  M'LAREN,  M.D.,  F.R.C.S.E., 

SURGEON,  EDINBURGH  ROYAL  INFIRMARY     FORMERLY  SURGEON  IN  CHARGE  OF  THE  LOCK 
WARDS,  EDINBURGH  ROYAL  INFIRMARY  ;   EXAMINER  IN  THE  ROYAL 
COLLEGE  OF  SURGEONS,  EDINBURGH. 


iSmo.,  Limp  Roan,  for  Pocket,  pp.  xvi.,  293,  Price  6s.  6d. 

DOSAGE  AND  THERAPEUTICS 

IN  THE  DISEASES  OF  INFANTS  AND  CHILDREN, 
By  PHILIP  E.  MUSKETT,  L.R.C.P.  &  S.  Ed.. 

LATE  SURGEON  TO  THE  SYDNEY  HOSPITAL;   FORMERLY  SENIOR  RESIDENT  MEDICAL 
OFFICER,  SYDNEY  HOSPITAL. 

(I89I.: 


8vo,pp.  xii.,  122,  with  32  Illustrations,  mostly  in  Colours,  Price  IOS.  6d. 

LEAD  POISONING, 

IN  ITS  ACUTE  AND  CHRONIC  FORMS, 

The  Goulstonian  Lectures  delivered  in  the  Royal  College  of 
Physicians,  March  1891. 

By  THOMAS  OLIVER,  M.D.,  F.R.C.P., 

PHYSICIAN]  ROYAL  INFIRMARY,  NEWCASTLE-ON-TYNE PROFESSOR  OF  PHYSIOLOGY,  UNIVERSITY 
OF  DURHAM  ;    HONORARY  PHYSICIAN,  NEWCASTLE-ON-TYNE 

DISPENSARY  AND  INDUSTRIAL  SCHOOLS.  (189I  ) 
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MEDICAL  PUBLICATIONS  ISSUED  BY 


Large  8vo,  pp.  xvi.,  I08o,  with  Charts  and  Illustrations,  Price  24s 

THE  PRINCIPLES  &  PRACTICE  OF  MEDICINE, 

By  WILLIAM  OSLER,  M.D.,  F.RCP 

PROFESSOR  OF  MEDICINE  IN  THE  JOHNS  HOPKINS  UNIVERSITY,  AND  PHYSICIAN  IN  nm™ 
TO  THE  JOHNS  HOPKINS  HOSPITAL,  BALTIMORE  PHi6,ICIAN"IJ>-C"IEF 

m  ,    •  .  (l802.) 

RriJ  -fiT  r  ^eml^n%  Practical  one,  deals  with  diseases  from  the  most  modern 
scientific  standpoint,  and  is  in  every  way  thoroughly  np  to  the  times.  In  itX  etiolo^ 
symptoms,  diagnosis,  prognosis,  treatment,  and  pathology  of  diseases  are  fully  set  forth' 
making  it  one  of  the  most  thorough  and  scientific  text-books  on  the  subject  ever  ™ted 
to  the  profession.  Dr.  Osler's  reputation  as  a  writer,  clinician,  and  teacher  Wes  to 
eLTavrilable :  *  *"*  °f  mformatio11  60 -ranged  and 'classified  as  to  mak"  it 


Second  Edition,  thoroughly  revised,  large  8vo,  Cloth,  pp.  701,  with  214 
Wood  Engravings,  and  a  Coloured  Plate,  Price  18s. 

THE  SCIENCE  AND  ART  OF 

OBSTETRICS, 

By  THEOPHILUS  PARVIN,  M.D.,  LL.D., 

(1891. 


PROFESSOR  OF  OBSTETRICS  AND  DISEASES  OF  WOMEN  AND  CHILDREN  IN  JEFFERSON 
MEDICAL  COLLEGE,  PHILADELPHIA,  AND  ONE  OF  THE  OBSTETRICIANS 
TO  THE  PHILADELPHIA  HOSPITAL. 


8vo,  Cloth,  pp.  vi.,  55,  Price  3s.  6d. 

PULMONARY  TUBERCULOSIS, 

ETIOLOGICAL  AND  THERAPEUTIC, 

BASED  ON  AN  EXPERIMENTAL  INVESTIGATION 

By  R.  W.  PHILIP,  M.A.,  M.D.,  F.R.C.P.Ed., 

ASSISTANT  PHYSICIAN  TO  THE  ROYAL  INFIRMARY  \   PHYSICIAN  TO  THE  VICTORIA  DISPENSARY 
FOR  CONSUMPTION  AND  DISEASES  OF  THE  CHEST  \    LECTURER  ON  THE  PRACTICE 
OF  MEDICINE,  SCHOOL  OF  MEDICINE,  EDINBURGH. 

(I89I. 


8vo,  Sewed,  pp.  36,  Price  is. 

KOCH'S  NEW  TREATMENT  OF  TUBERCULOSIS, 

By  R.  W.  PHILIP,  M.A.,  M.D.,  F.R.C.P.Ed., 

ASSISTANT  PHYSICIAN  TO  THE  ROYAL  INFIRMARY,  EDINBUHOH  ;  PHYSICIAN  TO  THE  VICTORIA 
DISPENSARY  FOR  CONSUMPTION  AND  DISEASES  OF  THE  CHEST  ",  LKCTURER  ON  THE 
PRACTICE  OF  MEDICINE,  EDINBURGH  SCHOOL  OF  MEDICINE. 

(189D 
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PRACTICAL  LESSONS   IN  NURSING: 

A  NEW  SERIES  OF  HANDBOOKS. 

Now  ready,  Crown  Svo,  Cloth,  each  4s.  6d. 

THE  NURSING  AND  CARE  OF  THE 
NERVOUS  AND  THE  INSANE. 

By  CHARLES  K.  MILLS,  M.D, 

PRESSOR  OF  DISEASES  OF  THE  ^»  ™ST  ^S^T^ 


MATERNITY,  INFANCY,  CHILDHOOD, 

Hygiene  of  Pregnancy",  Nursing  and  Weaning  of  Infants; 
The  Care  of  Children  in  Health  and  Disease. 

Adapted  especially  to  the  use  of  Mothers  or  those  intrusted  with  the  bringing  up 
of  Infants  and  Children,  and  Training  Schools  for  Nurses  as  an 
aid  to  the  teaching  of  the  Nursing  of  Women  and  Children. 
BY  JOHN  M.  KEATING,  M.D., 

LECTURER  ON  THE  DISEASES  OF  WOMEN  AND  CHILDREN)  PHILADELPHIA  HOSP.TAL. 


OUTLINES  FOR  THE  MANAGEMENT 

OF  DIET: 

Or,  The  Regulation  of  Food  to  the  Requirements  of  Health  and 
the  Treatment  of  Disease. 

By  E.  T.  BRUEN,  M.D, 

1KICTt„T  PROFESSOR  OF  PHYSICAL  DIAGNOSIS,  UNIVERSITY  OF  PENNSYLVANIA  J 
ASONrOF  THE  PHYS.CIANS  TO  THE  PHILADELPHIA  AND  UNIVERSITY  HOSP.TALS. 

FEVER  NURSING. 

Designed  for  the  use  of  Professional  and  other  Nurses,  and  especially 
as  a  Text-book  for  Nurses  in  Training. 

Including  Fever  Nursing  in  General.    Scarlet  Fever.    Enteric  or 
Typhoid  Fever.    Pneumonia  and  Rheumatism. 

By  J.  C.  WILSON,  M.D, 

VISITING  PHYSICIAN  TO  THE  PHILADELPHIA  HOSPITAL  AND  TO  THE 
HOSPITAL  OF  THE  JEFFERSON  COLLEGE. 
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MEDICAL  PUBLICATIONS  ISSUED  BY 


FOR  SALE  BY  SUBSCRIPTION  OMT  v 

In  Eight  very  handsome  Volumes,  Imperial  Svo,  Cloth,  of  about  800 
pages  each,  tllustrated  with  Engravings  and  Coloured  Plates.     Price  Mr 
Volume  25s.     Carriage  free.  F 

A  REFERENCE  HAND-BOOK 


OF  THE 


MEDICAL  SCIENCES, 

EMBRACING  THE  ENTIRE  RANGE  OF  SCIENTIFIC  AND  PRACTICAL 
MEDICINE  AND  ALLIED  SCIENCES  BY  VARIOUS  WRITERS. 

EDITED  BY 

ALBERT  H.  BUCK,  M.D., 

NEW  YORK  CITY. 

(1889-90.) 


Svo,  Cloth,  pp.  xvi.,  271,  with  Coloured  Plates  and  35  Engravings, 

Price  IOS.  6d. 

THE  CAUSES  AND  TREATMENT 

OF 

ABORTION, 

By  ROBERT  R.  RENTOUL,  M.D.,  M.R.C.S., 

FELLOW  OF  THE  OBSTETRICAL  SOCIETY,  LONDON. 
WITH  AN  INTRODUCTION  BY 

LAWSON  TAIT,  F.R.C.S. 

(1889.) 


Large  Svo,  Cloth,  pp.  270,  illustrated  with  13  Plates,  mostly  Coloured, 

Price  9s. 

SURGICAL  BACTERIOLOGY. 

By  NICHOLAS  SENN,  M.D.,  Ph.D., 

PROFESSOR  OF  PRINCIPLES  OF  SURGERY  AND  SURGICAL  PATHOLOGY,  RUSH  MEDICAL 

COLLEGE,  CHICAGO. 

(1889.) 
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REPORTS  FROM  THE  LABORATORY 

OF  THE  » 

ROYAL  COLLEGE  OF  PHYSICIANS,  EDINBURGH. 

EDITED  BY 

J.  BATTY  TUKE,  M.D.. 
G.  SIMS  WOODHEAD,  M.D., 

AND 

D.  NOEL  PATON,  M.D. 


Volume  First,  Svo,  Cloth,  pp.  212,  with  23  full-page  Plates,  and  19 

Engravings.    Price  JS-  6d.  nett. 
Volume  Second,  Svo,  Cloth,  pp.  xiv.,  280,  with  43  full-page  Plates,  con- 

sisting  of  Lithographs,  Chromo-Lithographs,  and  Micro-Photographs. 

Price  IOS.  6d.  nett. 
Volume  Third,  Svo,  Cloth,  pp.  xii.,  304,  with  11  Plates  and  Folding 

Charts.    Price  gs.  nett. 


Svo,  Cloth,  pp.  xii.,  302,  with  5  Wood  Engravings,  Price  9s. 

DISEASES  OF  THE  MOUTH,  THROAT, 

AND  NOSE, 

INCLUDING 

RHINOSCOPY  AND  METHODS  OF  LOCAL  TREATMENT. 
By  PHILIP  SCHECH,  M.D., 

LECTURER  IN  THE  UNIVERSITY  OF  MUNICH. 

TRANSLATED  BY 

R.  H.  BLAIKIE,  M.D.,  F.R.S.E., 

FORMERLY  SURGEON,  EDINBURGH  EAR  AND  THROAT  DISPENSARY  \  LATE  CLINICAL  ASSISTANT, 
EAR  AND  THROAT  DEPARTMENT,  ROYAL  INFIRMARY,  EDINBURGH. 

(1886.) 
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8vo,  Cloth,  pp.  xii.,  223,  with  7  Illustrations,  Price  gs. 

ELEMENTS  OF 

PHARMACOLOGY. 

By  Dr.  OSWALD  SCHMIEDEBERG, 

PROFESSOR  OF  PHARMACOLOGY,  AND  DIRECTOR  OF  THE  PHARMACOLOGICAL 
INSTITUTE,  UNIVERSITY  OF  STRASBURG. 

TRANSLATED  UNDER  THE  AUTHOR'S  SUPERVISION, 

By  THOMAS  DIXSON,  M.B, 

LECTURER  ON  MATERIA  MEDICA  IN  THE  UNIVERSITY  OF  SYDNEY  NSW 

(1887.) 


Crown  8vo,  Cloth,  pp.  xii.,  173,  with  60  Illustrations,  Price  5s. 

MANUAL  OF  CLINICAL  DIAGNOSIS. 

By  Dr.  OTTO  SEIFERT, 

PRIVAT  ,DOCENT  IN  WURZBURG. 
AND 

Dr.  FRIEDRICH  MULLER, 

ASSISTENT  DER  II.  MED.  KLINIK  IN  BERLIN. 

THIRD  EDITION,  REVISED  AND  CORRECTED.    TRANSLATED  WITH 
THE  PERMISSION  OF  THE  AUTHORS, 

By  WILLIAM  B.  CANFIELD,  A.M.,  M.D., 

CHIEF  OF  CLINIC  FOR  THROAT  AND  CHEST,  UNIVERSITY  OF  MARYLAND. 

(1887.) 


Crown  8vo,  Cloth,  pp.  xii.,  67,  Price  2S. 

ON  THE  NATURAL  AND  ARTIFICIAL 

FEEDING  AND  CARE  OF  INFANTS. 


By  JOHN  SERVICE,  L.R.C.S.  &  P.,  Ed., 

AUTHOR  OF  THE  "LIFE  AND  RECOLLECTIONS  OF  DOCTOR  DUGUID  OF  KILWINNING." 

(l890.) 
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Second  Edition,  Crown  &vo,  extra  Cloth,  pp.  xvi.,  287,  Price  3S.  6d. 

THE  LIFE  AND  RECOLLECTIONS  OF 
DOCTOR  DUGUID 

OF  KILWINNING. 

WRITTEN  BY  HIMSELF,  AND  NOW  FIRST  PRINTED  FROM  THE 
RECOVERED  MANUSCRIPT. 

By  JOHN  SERVICE,  L.R.CS.  &  P.,  Ed.,  Sydney. 

(1890.) 


Crown  8vo,  Cloth,  pp.  xvi.,  222,  Price  3s.  6d. 

THIR  NOTANDUMS, 

Being  the  Literary  Recreations  of  Laird  Canticarl 
of  Mongrynen  (of  kittle  memory), 

TO  WHICH  IS  APPENDED  A  BIOGRAPHICAL  SKETCH  OF 

JAMES  DUNLOP,  Esq..  F.R.S.S.,  Lond.  &  Ed., 

Astronomer- Royal  at  the  Observatory  of  Paramatta, 
New  South  Wales,  1831-47. 

By  JOHN  SERVICE,  L.R.CS.  &  P.,  Ed. 

(1890.) 


Crown  Svo,  Cloth,  pp.  xii.,  226,  Price  6s. 

Surgical  Anatomy: 

A  MANUAL  FOR  STUDENTS. 
By  A.  MARMADUKE  SHEILD,  M.B.  (Cantab.),  F.R.C.S, 

SENIOR  ASSISTANT  SURGEON,  AURAL  SURGEON  AND  TEACHER  OF  OPERATIVE  SURGERY, 
CHARING  CROSS  HOSPITAL. 
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Crown  4to,  extra  Cloth,  gilt  top,  with  70  Plates  exhibiting 
over  400  Figures,  Price  I2S.  6d. 

ILLUSTRATIONS  OF  ZOOLOGY, 

INVERTEBRATES  AND  VERTEBRATES. 

By  WILLIAM  RAMSAY  SMITH,  B.Sc, 

DEMONSTRATOR  OF  ANATOMY,  EDINBURGH  SCHOOL  OF  MEDICINE,  MINTO  HOUSE  •   LATE  SENIOR 
ASSISTANT  TO  THE  PROFESSOR  OF  NATURAL  HISTORY,  UNIVERSITY  OF  EDINBURGH. 

AND 

J.  STEWART  NORWELL,  B.Sc. 

(1889.) 


Second  Edition,  post  Svo,  Cloth,  pp.  396,  with  Illustrations, 

Price  I  OS. 

DISEASES  OF  THE  DIGESTIVE  ORGANS 
IN  INFANTS  AND  CHILDREN. 

WITH  CHAPTERS  ON  THE  INVESTIGATION  OF  DISEASE  AND  ON  THE 
GENERAL  MANAGEMENT  OF  CHILDREN 

By  LOUIS  STARR,  M.D., 

LATE  CLINICAL  PROFESSOR  OF  DISEASES  OF  CHILDREN  IN  THE  HOSPITAL  OF 
THE  UNIVERSITY  OF  PENNSYLVANIA  ;   PHYSICIAN  TO  THE 
CHILDREN'S  HOSPITAL,  PHILADELPHIA. 


Second  Edition,  Post  8vo,  pp.  xii.,  208,  with  47  Coloured 
Illustrations,  Price  IOS.  6d. 

A  PRACTICAL  GUIDE  TO 

MEAT  INSPECTION, 

By   THOMAS  WALLEY,  M.R.C.V.S., 

PRINCIPAL  OF  THE  EDIN BURGH  ROYAL  (DICK's)  VETERINARY  COLLEGE  \ 
PROFESSOR  OF  VETERINARY  MEDICINE  AND  SURGERY. 
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Crown  8vo,  Cloth,  pp.  xvi,  642,  with  y  Fullpage  Illustrations, 

Price  I2S.  6d. 

Outlines  of  Zoology. 

By  I    ARTHUR  THOMSON,  M.A., 

LECTURER  0,  ZOOLOGY,  SCHOOL  OF  -BXC.NK,  KO=H 

(l892.) 

Lar<re  Svo,  pp.  xvi.,  700,  with  178  Fine  Engravings,  many  in  Colour, 

Price  18s. 

CLINICAL  TEXT-BOOK  OF 

Medical  Diagnosis, 

FOR  PHYSICIANS  AND  STUDENTS. 
BASED  ON  THE  MOST  RECENT  METHODS  OF  EXAMINATION. 
By  OSWALD  VIERORDT,  M.D., 

PROFESSOR  OF  MEDICINE  AT  THE  UNIVERSITY  OF  HEIDELBERG. 

„~    u/ttu   jnnTTrnNS  FROM   THE  SECOND  ENLARGED 
TRANikiZDN  JffSoN?mT%NTHE°AUTHORS  PERMISSION 

BY  FRANCIS  H.  STUART,  M.D., 

MEMBER  OF  THE  MEDICAL  SOCIETY  OF  THE  COUNTY  OF  KINGS,  NEW  YORK. 
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passed  over  without  explanation.  

Post  Svo,  Cloth,  pp.  498,  wfitA  403  Wood  Engravings,  Price  I2S.  6d. 

MINOR  SURGERY  AND  BANDAGING, 

INCLUDING  THE 

Treatment  of  Fractures  and  Dislocations,  Tracheotomy,  Intubation 
of  the  Larynx,  Ligations  of  Arteries,  and  Amputations. 

By  HENRY  R.  WHARTON,  M.D., 

„„™»        SURGERY  AND  LECTURER  ON  SURGICAL  DISEASES  OF  CHILDREN  IN  THE  UNIVERSITY 
mK°o^^SY^mAfZ^^O  THE  PRESBYTERIAN  HOSPITAL     CONSULTING  SURGEON 
OF  PENNSYL  ,  A        ^^^^  rush  HOSpITAL  p0R  DISEASES  OF  THE  CHEST,  ETC. 
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Nearly  Ready,  Third  Edition,  Svo,  pp.  xxiv.,  652,  with  195  Coloured 
Illustrations,  mostly  from  Original  Drawings,  Price  25s. 

PRACTICAL  PATHOLOGY: 

A  Manual  for  Students  and  Practitioners. 

By  G.  SIMS  WOODHEAD,  M.D.,  F.R.C.P.Ed., 

DIRECTOR  OF  THE  LABORATORIES  OF  THE  ROYAL  COLLEGE  OF  PHYSICIANS  OF 
LONDON, AND  THE  ROYAL  COLLEGE  OF  SURGEONS  OF  ENGLAND. 
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Subscription  One  Guinea  per  annum  (in  advance),  post  free. 

THE 

JOURNAL  OF  PATHOLOGY 

AND  BACTERIOLOGY 

EDITED,  WITH  THE  COLLABORATION  OF  DISTINGUISHED 
BRITISH  AND  FOREIGN  PATHOLOGISTS, 

By  GERMAN  SIMS  WOODHEAD,  M.D., 

DIRECTOR  OF  THE  LABORATORIES  OF  THE  ROYAL  COLLEGES  OF 
PHYSICIANS  (LONDON)  AND  SURGEONS  (ENGLAND). 

ASSISTED    IN    SPECIAL    DEPARTMENTS  BY 

J.  G.  AD  AMI,  M.B.  Cantab.  {Experimental  Pathology) ; 
SIDNEY  MARTIN,  M.D.  Lond.  (Pathological  Chemistry) ; 
M.  ARMAND  RUFFER,  M.D.  Oxon.  {Morbid  Anatomy  and  Histology) ; 
G.  E.  CARTWRIGHT  WOOD,  M.D.  Edin.  {Bacteriology) ; 


TT  has  been  felt  for  some  time  that  the  want  in  this  country  of 
a  Journal  dealing  specially  with  General  and  Experimental 
Pathology  has  militated  most  seriously  against  the  free  interchange 
of  ideas,  not  only  between  English-speaking  pathologists,  but  also 
between  British  and  Foreign  workers. 

Although  the  Transactions  of  the  Pathological  Society  deal  with 
communications  which  are  brought  before  its  members,  there  is  no 
medium  in  which  longer  articles,  and  especially  those  from  workers 
throughout  the  United  Kingdom  and  abroad,  can  be  brought  before  a 
less  limited  circle  of  readers.  It  has  been  thought  desirable,  there- 
fore, to  found  a  Journal  specially  devoted  to  the  publication  of 
original  contributions  on  General  Pathology,  Pathological  Anatomy, 
and  Experimental  Pathology,  including  Bacteriology.  These  articles 
will,  of  course,  be  mainly  from  British  Laboratories  and  Hospitals; 
but  the  co-operation  of  many  distinguished  Continental,  America n, 
and  Colonial  Pathologists  has  been  obtained,  and  papers  written  or 
edited  by  them  will  be  placed  before  our  readers. 

In  order  to  increase  the  interest  and  extend  the  usefulness  of  the 
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Journal,  it  is  intended  that,  in  addition  to  original  articles,  critical 
summaries  of  work  clone  in  special  departments  of  Pathology  and 
Bacteriology  shall  from  time  to  time  be  published.  All  articles 
appearing  in  the  Journal  will  be  signed. 

The  Journal  will  appear  at  least  four  times  a  year,  but  it  will  be 
issued  more  frequently  if  necessary,  in  order  to  ensure  publication  of 
all  papers  as  early  as  possible  after  they  are  received. 

The  numbers  issued  throughout  the  yea,r  will  form  a  volume 
royal  8vo,  of  about  500  pages.    It  will  be  printed  on  good  paper,  and 
will  be  freely  illustrated  with  Woodcuts  and  Chromolithographs. 

Amongst  those  who  have  already  promised  to  collaborate  are  the 
following : — 

Sir  Henry  Acland,  Bart.,  Oxford. 
S.  Arloing,  Lyons. 
B.  Bang,  Copenhagen. 
Alex.  Barron,  Liverpool. 
W.  H.  Barrett,  Belfast. 
J.  Rose  Bradford,  London. 
Ch.  Bouchard,  Paris. 
H.  Buchner,  Munich. 
Angelo  Celli,  Rome. 
Sir  Charles  Cameron,  Dublin. 
J.  M.  Charcot,  Paris. 
A.  B.  Charrin,  Paris. 
A.  Chantemesse,  Paris. 
A.  Chauveau,  Paris. 
W.  Watson  Cheyne,  London. 
H.  Chiari,  Prague. 
Sir  Andrew  Clark,  Bart.,  London. 
Joseph  Coats,  Glasgow. 

G.  F.  Crooke,  Birmingham. 

D.  Drummond,  Newcastle. 
S.  Delepine,  Manchester. 
J.  Dreschfeld,  Manchester. 
Von  Esmarch,  Koenigsberg. 
R.  H.  Fitz,  Boston. 
P.  Grawitz,  Greifswald. 
W.  S.  Greenfield,  Edinburgh. 

H.  Heip.erg,  Christiania. 
Victor  Horsley,  London. 
F.  Hueppe,  Prague. 
J.  W.  Hulke,  London. 
O.  Israel,  Berlin. 

E.  H.  Jacob,  Leeds. 
E.  Klebs,  Zurich. 


Sir  Joseph  Lister,  Bart.,  London. 

0.  Lubarsch,  Rostock. 
P.  Marie,  Paris. 

E.  Metchnikoff,  Paris. 

F.  W.  Mott,  London. 
E.  Nocard,  Alfort. 
T.  Oliver,  Newcastle. 
J.  Orth,  Gottingen. 
T.  Mitchell  Prudden,  New  York. 
J.  F.  Payne,  London. 
J.  M.  Purser,  Dublin. 
J.  C.  Salomonsen,  Copenhagen. 
A.  M.  Stalker,  Dundee. 
J.  Burdon  Sanderson,  Oxford. 
S.  G.  Shattock,  London. 
C.  S.  Sherrington,  London. 
J.  Lindsay  Steven,  Glasgow. 
H.  Stilling,  Lausanne. 

1.  Straus,  Paris. 

T.  P.  Anderson  Stuart,  Sydney. 
R.  Thoma,  Dorpat. 
J.  Batty  Tuke,  Edinburgh. 
L.  Vaillard,  Paris. 
Rud.  Virchow,  Berlin. 
H.  Marshall  Ward,  Cooper's  Hill. 
C.  Weigert,  Frankfort  a/M. 
A.  Weichselbaum,  Vienna. 
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Samuel  Wilks,  London. 
A.  E.  Wright,  London. 
Von  Zenker,  Erlangen. 
E.  Ziegler,  Freiburg. 
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Second  Edition,  Revised  and  Enlarged,  Crown  8vo,  Cloth,  pp.  766  with 

150  Illustrations,  Price  16s. 

HANDBOOK  OF ' 

DISEASES  OF  WOMEN, 

INCLUDING 

DISEASES  OF  THE  BLADDER  AND  URETHRA. 

By  Dr.  F.  WINCKEL, 

PROFESSOR  OF  GYNECOLOGY,  AND  DIRECTOR  OF  THE  ROYAL  UNIVERSITY  CLINIC  FOR 

WOMEN  IN  MUNICH. 

AUTHORISED  TRANSLATION  EDITED  BY 

THEOPHILUS  PARVIN,  M.D., 

PROFESSOR  OF  OBSTETRICS  AND  DISEASES  OF  WOMEN  AND  CHILDREN  IN  JEFFERSON 
MEDICAL  COLLEGE,  PHILADELPHIA* 

 (1890.) 

Royal  8vo,  Cloth,  pp.  927,  Illustrated  with  190  Engravings, 
mostly  original,  Price  28s. 

TEXT-BOOK  OF  OBSTETRICS, 

Including  the  Pathology  and  Therapeutics  of  the  Puerperal  State. 

DESIGNED  FOR  PRACTITIONERS  AND  STUDENTS  OF  MEDICINE. 

By  Dr.  F.  WINCKEL, 

PROFESSOR  OF  GYNAECOLOGY  AND  DIRECTOR  OF  THE  ROYAL  HOSPITAL  FOR  WOMEN  ; 
MEMBER  OF  THE  SUPREME  MEDICAL  COUNCIL  AND  OF  THE  FACULTY 
OF  MEDICINE  IN  THE  UNIVERSITY  OF  MUNICH. 

Translated  from  the  German  under  the  supervision  of 
J.  CLIFTON  EDGAR,  A.M.,  M.D, 

ADJUNCT  PROFESSOR  OF  OBSTETRICS  IN  THE  MEDICAL  DEPARTMENT  OF  THE 
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8vo,  Cloth,  pp.  xii.,  174,  with  60  Illustrations,  mostly  Original, 
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PATHOLOGICAL  MYCOLOGY: 

AN  ENQUIRY  INTO  THE  ETIOLOGY  OF  INFECTIVE  DISEASES. 
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